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TOTHE JULY ISSUE 


BB John H. Talbott, professor of medicine 
at the Buffalo School of Medicine and at the 
Buffalo General Hospital, and Abraham Lili- 
enfeld, assistant professor of epidemiology at 
the School of Hygiene and Public Health, 
Johns Hopkins University, report that mor- 
tality in two groups of gout patients studied 
over a period of twenty-five years is not un- 
like that of nongouty males from similar age 
groups in the United States. ‘Their statistical 
study of Longevity in Gout includes discus- 
sion of diagnosis and treatment, with em- 
phasis on prophylactic use of drugs to pre- 
vent recurrence of acute attacks. 

eB In the first of a series of four articles on 
employment and _ preretirement 
Charles C. Odell, director, Older and Retired 
Workers Department, International Union, 
United Aircraft 
tural Implement Workers of America, De- 


problems, 


Automobile, and Agricul- 
troit, stresses that private physicians as well 
as industrial physicians should know the 
facts about the Productivity of the Older 
Worker and use this information to combat 
the prejudice and discrimination that exists 
in the community. According to the author, 
a greater concern for individual capacities 
related carefully to the minimum physical 
requirements necessary for competent job 
performance would materially increase em- 
ployment opportunities for middle-aged and 
older workers. 
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U.S. Patent Office. Louis M. Cohen, Publisher. Virginia L. 
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Lee Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd 
Street. Telephone: Murray Hill 2-8717. 
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* Despite the rapidly expanding accept- 
ance of the concepts of rehabilitation and 
the establishment of rehabilitation centers 
throughout the country, there is still great 
need for dissemination to physicians of prac- 
tical information on The Prognostic Evalua- 
of Patients With 


Strokes, writes Charles D. Bonner, assistant 


tion ‘or Rehabilitation 


professor of medicine, Boston University 
Medical School. Until physicians realize the 
positive prognosis offered by early and active 
treatment, the majority of these patients will 


be doomed to chronic invalidism. 


& Observations show that the more rapidly 
a tissue is growing, the more strongly it con- 
centrates amino acids, even those which are 
unmetabolizable, into its interior, says Halvor 
N. Christensen, Department of Biological 
Chemistry, University of Michigan. In dis- 
cussing Decreasing Tissue Amino Acid Hun- 
ger with Age, he points out that, with de- 
cline of growth potential, various tissues of 
the rat muscle of 


and at least the skeletal 


man decline in this concentrative activity. 


& When physiologic deficiencies in older 
patients with vascular insufficiency of the 
lower extremities have been corrected, they 
respond as well to surgery as do younger pa- 
tients, according to Robert L. Bradley, Mi- 
chael M. Klein, Eugene H. Short, and George 
H. Zablocki, who serve on the staff of the 
Veterans Administration Hospital in Hunt- 
ington, West Virginia. Following Amputa- 
tion in the Aged, rehabilitation can be ac- 
complished with proper prosthetic training 
given with patience and understanding. 
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Handbook of Respiration 


PHILIP L. ALTMAN, JOHN F. GIBSON, JR., M.D., 
and CHARLES C. WANG, compilation and analyses, 
and DOROTHY S. DITTMER and RUDOLPH M. GREBE, 
editors, 1958. Prepared under the direction of the 
Committee on the Handbook of Biological Data, Di- 
vision of Biology and Agriculture, The National Acad- 
emy of Sciences, The National Research Council. 
Philadelphia: W. B. Saunders Company. 403 pages. 
Illustrated. $7.50. 

The editors of this monumental treatise of 
charts, diagrams, tables, and graphs relating 
to all phases of respiration have collected 
comprehensive data useful to educators and 
clinicians who have special interest in the 
normal and abnormal physiology of respira- 
tion. This book is the sixth in a series of 
publications, each containing information, 
chiefly tabular, on one or more fields of the 
The 
authenticated by 400 leading investigators 


biologic sciences. contents have been 
in the fields of biology and medicine, and 
the editors state that, ‘““This Handbook has 
been prepared for the purpose of making 
readily available in a single, comprehensive 
compilation useful data on respiration and 
associated phenomena.” 

Readers will be especially interested in the 
sections on basic physical and chemical data, 
respiratory anatomy, lung volumes, and pul- 
monary function as well as the mechanics of 
breathing. These topics and others are dis- 
cussed with awesome completeness. Unfortu- 
nately, this book is not adapted to casual 
perusal but will serve admirably as a refer- 
ence manual for physiologists, educators, 
anesthesiologists, and clinicians with special 
interest in pulmonary function. The field of 
respiration, with its many ramifications, has 
become so complex that clinicians, in the 
main, must rely upon students with special 
knowledge in this field. The data compiled 
in this volume are suitable for this purpose. 

The volume is highly recommended to 
students in the field of respiration and as- 
sociated phenomena and is a “must” for all 
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medical reference libraries, especially in medi- 


cal schools and hospitals. 
SUMNER S. COHEN, M.D. 
Oak Terrace, Minnesota 


Tumors of the Soft Somatic Tissues: 
A Clinical Treatise 


GEORGE T. PACK, M.D., and IRVING M. ARIEL, M.D., 
1958. New York: Paul B. Hoeber, Inc. 820 pages. 
Illustrated. $30. 

This volume is the most complete recording 
of tumors of the soft somatic tissues in 
American literature today. It is divided into 
six sections and generously illustrated with 
specific photographs of clinical cases and 
artistic drawings. It is essentially a biologic 
analysis of the clinical history, treatment, 
and prognosis of these various tumors over a 
twenty-five-year study period. 

The first section deals with classifications 
and natural history of these tumors. The 
second section is devoted to discussion of the 
general principles of treatment, ranging from 
biopsy through local excision, excision and 
dissection in continuity, amputation, radical 
surgery, and radiation therapy. The third 
section is more specific, describing the treat- 
ment of the various types of tumors on the 
basis of their histopathology and_ biology. 
The fourth section highlights the importance 
and gravity of sarcomas in infants and chil- 
dren. The fifth section is a review of the 
treatment and consideration of sarcomas in 
the various regional anatomic sites of the 
body, namely the neck, abdominal wall, ret- 
roperitoneal area, and buttocks. The sixth 
section is concerned entirely with prognosis, 
with a breakdown of the five-year end re- 
sults of all of the various types of sarcomas, 
their incidence in various regions of the 
body, the treatment administered, and the 
successes and failures. The total analysis 
deals with 717 cases of sarcoma of the body. 


(Continued on page 38A) 
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The magnitude of this series, analyzed in its 
detail, extending over a_ twenty-five-year 
period, and based essentially on personal ex- 
perience, gives this book individual distinc- 
tion and places it in a uniquely desirable 
position for personal use, personal reference, 
and institutional availability. 
JOHN J. CONLEY, M.D. 
New York City 


Biophysical Principles of 
Electrocardiography. Electrocardiographic 
Analysis: Volume 1 

ROBERT H. BAYLEY, M.D., 1958. New York: Paul B. 
Hoeber, Inc. 237 pages. $8 

This book is the first of a two-volume set 
dealing with basic electrocardiographic con- 
cepts which should be familiar to all those 
seriously interested in application of the 
electrocardiogram in clinical medicine. It 
was with this thought in mind that Dr. Bay- 
ley published his first volume. He describes 
the laws governing the flow of current in 
volume conductors, the potential produced 
by depolarization, repolarization, and cur- 
rent of injury, and the problem of primary 
and secondary T-wave changes. The concept 
of vector is discussed at some length. 

Che clinical aspect of electrocardiography 
was touched upon when Dr. Bayley inter- 
preted such conditions as hypertrophies, bun- 
dle branch blocks, and infarctions in terms 
of the more basic concepts described in the 
first three chapters. 

Io this reviewer, the convention used in 
identifiying paragraphs, figures, and formulas 
added an unnecessary burden and made the 
volume somewhat more difficult to read. 
However, this is a minor consideration. 

This textbook should be of value to all 
who are interested not only in simply being 
able to recognize a pattern but also in under- 
standing the present day concepts governing 
such patterns. 

CHARLES FISCH, M.D. 


Indianapolis 
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Treatment in Internal Medicine 


HAROLD THOMAS LYMAN, M.D., 1958. Philadelphia: 
J. B. Lippincott Company. 609 pages. Illustrated. 
$12.50. 

This is a commendably compact and _in- 
formative guide to treatment. The book is 
divided into 10 sections, including infectious 
disease, metabolic disturbances, neoplasms, 
allergies, poisoning, circulatory disturbances, 
blood diseases, neuropsychiatric disturb- 
ances, endocrine diseases, and disturbances 
in specialty fields. Further division into a 
total of 131 sections makes for ease in look- 
ing up a specific situation rapidly. An ex- 
treme economy of worlds makes possible a 
most readable three-page chapter on Phar- 
macology, Therapeutics and Toxicology of 
Antiarrhythmic Drugs! 

The two-column arrangement invites easy 
reading, the figures are attractive, and the 
tables are very informative and_ easily 
scanned. A few more color plates would 
have been appreciated. The splendid index 
obviates a long search. 

As Dr. W. C. Alvarez says in the preface, 
“the prose is interesting 


g, crisp, and very 


readable.” The almost epigrammatic brevity 
does not sacrifice clarity or readability. 

Syndromes and diseases are reviewed, 
background material is summarized, and 
preferred treatments are suggested with dis- 
cussion of alternative procedures when 
called for. 

All in all, Dr. Hyman proves conclusively 
that sheer bulk is not at all a criterion of 
erudition. This book can be recommended 
unreservedly for the practical physician who 
wants quick reference to authoritative in- 
formation clearly presented. 

Dr. Hyman is to be congratulated for so 
brilliant a performance. 

ARNOLD L. LIEBERMAN, M.D. 
Elmhurst, New York 


The Great Doctors 

HENRY E. SIGERIST, M.D., 1958. Garden City, New 
York: Doubleday & Company, Inc. 422 pages. $1.25. 
This is a delightful series of short lives of 
great doctors from Imhotep to William 
Osler. Because of Sigerist’s tremendous 
knowledge of the history of medicine, these 


(Continued on page 45A) 
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are not ordinary articles but very interest- 
ing ones. It is a delightful book for a doc- 
tor’s reading at the close of the day. 


WALTER C. ALVAREZ, M.D. 


The Effect of Advancing Age Upon 
the Human Spinal Cord 
L. RAYMOND MORRISON, M.D., with the collabora- 
tion of STANLEY COBB, M.D., and WALTER BAUER, 
M.D., 1959. Cambridge: Harvard University Press. 
127 pages. Illustrated. $6. 
This monograph seeks to establish a_base- 
line, or normal control, for any studies of 
the human spinal cord in which factors as- 
sociated with increasing age must be taken 
into account. While there are a number of 
good studies on the effects of old age on the 
human spinal cord, there has existed a need 
to show the advancement of these changes 
from childhood to their ultimate develop- 
ment. ‘This need has been admirably fulfilled 
by this treatise, which will stand as a monu- 
ment to the late Dr. L. Raymond Morrison, 
who had spent twelve years studying the col- 
lected material and three years working on 
the monograph at the time of his death in 
1950. 

The immediate 
arose from the attempt to determine the 


stimulus for this work 
specificity of the spinal cord lesions observed 
in rheumatoid arthritis as part of a long- 
term study of this disease by the Arthritis 
Unit at the Massachusetts General Hospital. 
that 
various age groups had to be obtained, and, 


It was obvious control standards for 


to this end, 31 cords, from the second to 
ninth decade, were studied. These spinal 
cords were obtained from persons who had 
died of causes other than neurologic. The ef- 
fects of general systemic disease are distin- 
guished from the more constant alterations 
due to advancing age. 

The first part of this monograph is a me- 
ticulous description of the spinal cord changes 
with discussions of the background of the 


problem. The informative microphotographs 
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of the spinal cord sections are of excellent 
quality. It is of interest that, while little 
degenerative change is observed in the first 
three decades, there is some breaking of 
axons and formation of “tan bodies,” even 
in the second decade. Lesions resulting from 
advancing age begin as constant findings 
about the fourth decade and, in general, in- 
crease in severity through the rest of life. 

The second part of the monograph is an 
atlas showing the different segments of a 
normal spinal cord from a person of 24. 
These photographs and descriptions are pre- 
sented as a basis for comparison with patho- 
logic cords and cords of different ages. A cell 
count from the various levels is also given, 
although the author is well aware of the 
limitations of such studies. 

The print is easily read and the repro- 
ductions of the illustrations are very good 
throughout the whole book. A list of perti- 
nent references is given. 

R. W. LAMONT-HAVERS, M.D. 
New York City 


Cross-National Surveys of Old Age 
International Association of Gerontology Social Sci- 
ence Research Committee (European Section), 1958. 
Div. Gerontol., University of Michigan. 77 pages $2. 
This book was based on the conclusion of a 
1956 conference in Copenhagen, Denmark. 
While it is essentially based on research 
thinking in Europe, it is equally applicable 
to sociomedical research in the United States. 
The contents are divided into three basic 
categories, including the introduction, re- 
ports of groups, and survey and research 
papers along with a listing of the distin- 
quished participants at the meeting. The 
first section is based on a paper by Professor 
R. M. Titmuss of Britain who, in discussing 
the roles of social research, asserts that “‘re- 
search workers are servants and not masters 
in the policy-making process.” Research, he 
says, will widen perspectives in the formula- 
tion and validation of policies and will give 
greater freedom of choice to policymakers 
and administrators. He adds that there is a 
need to study people for many years as they 
grow older. Professor Titmuss gives perspec- 
tive to the book as he relates research and 
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practice. ‘The former gathers the facts; the 
latter interprets these facts. 

The second category of this book outlines 
areas and minimum requirements for cross- 
national research and points out how much 
is still lacking in our basic knowledge about 
old people. 

The third section contains samples of sur- 
vey and research endeavors already under 
way in the fields of income and budgets, liv- 
ing conditions and home care, and _ socio- 
medical relationships. The researchers and 
their countries are: Brian Abel-Smith, United 
Kingdom; Ugo M. Colombo, Italy; Rigmor 
Skade, Denmark; Peter Townsend, United 
Kingdom; Jorgen Dick, Denmark; F. LeGros 
Clark, United Kingdom; Angelo Pagani, 
Italy; Henning Friis, Denmark; and R. J. 
van Zonneveld, Netherlands. 

The research conclusions of the western 
European nations are quite similar. The 
findings of Britian’s Peter Townsend on the 
extent to which families help their aged par- 
ents is also of value to the United States, as is 
Dr. van Zonneveld’s observation that almost 
every survey of the aged must take into ac- 
count their health status. The book makes 
an obvious point that the medical profession 
is an integral part of major gerontologic 
research. 

JEROME KAPLAN 
Mansfield, Ohio 


The New Chemotherapy in Mental IIIness 


HIRSCH L. GORDON, M.D., 1958. New York: Phil- 
osophical Library. 762 pages. Illustrated. $12. 


This book, presented as being by “a hundred 
and_ sixty-seven medical experts,” nowhere 
states that most of these articles were pub- 
lished during the last three to four years in 
such journals as the American Journal of 
Psychiatry, the A.M.A. Archives of Neurology 
and Psychiatry, Geriatrics, the Journal of the 
American Medical Association, and so on. It 
is only when one reaches the bibliography on 


Aaal 


page 757 that there is any mention of this. 
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The articles in Part 1 constitute a general 
discussion of the newer drugs labeled “tran- 
quilizers” or “ataractic’” drugs. Part 2, “Clin- 
ical Experience: (A) In Psychiatric Disease,” 
has many articles on the use of chlorproma- 
zine, reserpine, and other drugs in the treat- 
ment of patients in psychiatric hospitals, par- 
ticularly those with schizophrenia. Several of 
these articles have brief discussions of the 
treatment of involutional melancholia and of 
senile psychoses. In Part 3, “Clinical Experi- 
ence: (B) In Related Conditions,” 3 spe- 
cific articles deal with senile psychoses and 
report use of the newer drugs to be of value. 
Part 4 is titled “Side Effects.” 

The bibliography, with acknowledgements 
to the authors and publishers, does not give 
the dates of some of the articles—for ex- 
ample, two articles from the Canadian Medi- 
cal Association Journal and two from the 
Danish Medical Bulletin. The articles, listed 
for each journal, are arranged neither chron- 
ologically nor alphabetically. 

For those interested in geriatrics, the book 
is useful as a compendium containing many 
recent articles dealing with these newer 
drugs, with some discussion of their use in 
geriatric conditions. 

KARL M. BOWMAN, M.D. 
San Francisco 


Principles of Research in Biology 

and Medicine 

DWIGHT J. INGLE, Ph.D., 1958. Philadelphia: J. B. 
Lippincott Co. 123 pages. $4.75. 

Although there is no entry for “geriatrics” in 
the subject index of this volume, this should 
not be regarded as a sure sign that the book 
has nothing to say to the readers of this 
journal. As is true of all good philosophies 
of science, this work deals with ideas that 
are sufficiently general to transcend the 
bounds of specific fields of biology and medi- 
cine without becoming irrelevant. 

Isn’t it true for geriatrics as much as for 
any other clinical specialty or basic medical 
science that theory and observational (em- 
pirical and experimental) data are insepara- 
ble factors in the forward march of science? 
That the statistical analysis of data, whether 
obtained by counting or measuring, is a 
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logical, inescapable step in all biologic and 
medical research which deals with numbers 
derived from population samples? That 
choice of worthy goals in research and the 
application of creative but disciplined im- 
agination are equally or more important to 
the advancement of science than the tech- 
nical skill and perfection in the execution 
of controlled experiments? 

The author stresses that knowledge of pit- 
falls in research is important, and he spells 
out in some detail various sources of poten- 
tial error. These include the effect of sug- 
gestion; emotionally loaded hypotheses; bias 
in the sampling of populations and the ex- 
ecution of experiments; departure from nor- 
mal conditions caused by the application of 
instrumentation for purposes of measure- 
ment; disregard of “heteropoietic factors,” 
such as species, sex, or age differences; lack 
of realization that, by recording a measurable 
response of the organism, we do not nec- 
essarily register the total response; and fail- 
ure to live up to the fact that the principles 
of sound research design apply as firmly in 
the field of clinical investigation as they do 
in laboratory experimentation. 

These matters, the author feels, are com- 
moniy neglected in scientific and medical 
education. Many individuals, supposedly 
scientifically trained, live and die without 
ever becoming fully aware of how difficult it 
is to establish a scientific fact. 

At the same time, while recommending 
that the training of students in specific 
methods be supplemented by the teaching 
of the general principles underlying the col- 
lection and interpretation of data, the au- 
thor does not delude himself into believing 
that it is possible to teach anybody how to 
make a great discovery: “there are no cook- 
book plans which permit the skilled but un- 
imaginative technician to deal successfully 
with the unknown’’—the goal of all basic 
research. 


This is in no way a textbook. The “‘text- 


52A 


booky” sections, and there are some, will 
probably be of the least value. Yet, both in- 
quisitive students and mature scientists will- 
ing to take time for reflection will profit 
from reading between the “textbook lines.” 
Stimulated by the reading; they may ask 
themselves, “In what ways are geriatrics and 
theories of aging in general affected by the 
‘Zeitgeist, the climate of our times? Does 
the hypothesis, proposed as the basis of a 
particular research project, represent ade- 
quately informed thinking? Have alternative 
hypotheses been carefully considered in at- 
tempting to explain a given set of phenom- 
ena? Am I, as a teacher, giving my students 
enough experience with questions to which 
answers are not yet known? What signifi- 
cance for me lies in Thomas Huxley’s prayer: 
‘God give me strength to face a fact al- 
though it slay me!’ ?” 

If any one of these or other points makes 
the reader “stop, look, and listen,” the amount 
invested in this slim volume should be re- 
garded as yielding an adequate interest. The 
tenor of the best parts of the book is in- 
dicated by the author’s definition of the 
aims of science, differing by at least 3314 
per cent from the definitions one might ex- 
pect from professional philosophers of sci- 
ence: (1) to understand natural phenom- 
ena, (2) to predict and control, and (3) to 
enjoy the inquirv This is a scientist speak- 
ing, reflecting upon his handiwork. Yes, re- 
search can be and, in fact, should be fun. 
While self-discipline and attention to de- 
tail are essential parts of the scientist’s tem- 
perament, the exciting quality of science— 
that precious ounce of inspiration—should 
never be lost from scientific education or 
from the intellectual climate of the labora- 
tory and clinic. 

JOSEF BROZEK, PH.D. 
Bethlehem, Pennsylvania 


Lesions of the Lower Bowel 

RAYMOND J. JACKMAN, M.D., 1958. Springfield, 
\ll.: Charles C Thomas. 347 pages. Illustrated. $15.50. 
‘This is one of the best books we have ever 
seen on proctology. It was written by a man 
who has had enormous experience at the 
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Mayo Clinic. He knows how to write clearly 
and concisely, and he has covered the sub- 
ject magnificently. The book is beautifully 
illustrated, with both black and white and 
colored pictures. 

Seeing that cancer of the rectum is one of 
the commonest of diseases which cause death 
in older persons, every gerontologist ought 
to be well acquainted with the field of proc- 
tology. This book can be of great help to 
every gerontologist. 


WALTER C. ALVAREZ, M.D. 


Water and Electrolyte Metabolism in 
Relation to Age and Sex 

G. E. W. WOLSTENHOLME and CECILIA M. O’CON- 
NOR, editors, 1958. Boston: Little, Brown G Co. Ciba 
Foundation Colloquia on Aging. Volume 4. 327 pages. 
Illustrated. $8.50. 

This is the last of a series of four colloquia 
sponsored by the Ciba Foundation for the 
encouragement of basic research relevant to 
the processes of aging. The participants in 
the colloquia represent leading investigators 
from many countries but are largely British, 
under the able guidance of R. A. McCance 
of the University of Cambridge. 

The book consists of a collection of 18 
different papers, presented in two days, and 
two general discussions which came at the 
conclusion of each day’s papers. Many dif- 
ferent aspects of fluid and electrolyte investi- 
gation were covered, and these were general- 
ly related to differences between the sexes 
and different ages. Much of the work repre- 
sents animal studies, although a number of 
clinical studies are also included. To review 
the book properly would require a discussion 
of each article, and, since this is not prac- 
tical, a general survey of the subjects covered 
is presented here. The discussions after each 
paper and the two general discussions were 
particularly interesting to the reviewer, since 
the participants entered into discussion of 
the problem and many clinical sidelights and 
applications were often touched upon. 

The book is divided into three groups of 
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papers, the first of which comes under the 
heading, “General Principles.” This group 
includes papers on the development of phys- 
iologic regulation of water in young rats, a 
paper on the physical chemistry of electro- 
lyte shift across cell membranes and water 
shifts, discussions of the glandular secretion 
of electrolytes, and a clinical presentation 
of hypo- and hypernatremia in relation to 
dilution changes in extracellular fluids. 

In the second section on “The Developing 
Organism,” both animal experimentation 
and clinical studies on varying aspects of 
the subject peculiar to infancy and growing 
animals are presented. The effect of age on 
the body’s tolerance for deprivation and 
loading with water and electrolytes, develop- 
ment of acid-base control, and the effect of 
variable protein and mineral intake on body 
composition are discussed. 

In the third section on ‘Senescence and 
Disease,” renal control of electrolytes in the 
aged is emphasized in 3 papers, congestive 
heart failure and respiratory failure are 
presented in 2 papers, and a clinical study 
on magnesium deficiency is given. 

The reviewer found the book to be an in- 
teresting collection and would recommend 
it, particularly to investigators and teachers. 

HARRY STATLAND, M.D. 
Kansas City, Missouri 


Bone Diseases in Medical Practice 

|. SNAPPER, M.D., 1957. New York: Grune & Strat- 
ton, Inc. 229 pages. Illustrated. $15. 

This book contains a tremendous amount 
of material which requires careful detailed 
reading for comprehension. It can well serve 
as a reference for certain common and rare 
bone diseases. The detailed findings record- 
ed in the book testify to the broad experi- 
ence of the author in this field in Holland, 
China, and the United States. 

The majority of the x-ray reproductions 
are of excellent quality and show very 
marked changes in the various metabolic 
and neoplastic diseases of bone. 

[his work is recommended as a reference 
book in the library of the orthopedist and in- 
ternist. 

LEE T. FORD, M.D. 
St. Louis 
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Observation of 
frequency 
distribution 
curves of blood 
pressure in 
persons aged 


20 to 106 years 


RICHARD P. LASSER, M.D., and 
ARTHUR M. MASTER, M.D. 
NEW YORK CITY 


The normal range of blood pres- 
sure and its relationship to age and 
sex were studied by analysis of fre- 
quency distribution, means and 
modal pressure, and index of skew- 
ness in apparently healthy people 
from 20 to 106 years. These findings 
were used as an approach to the 
selection of patients for antihyper- 
tensive therapy. 


RICHARD P, LASSER is assistant attending for 
cardiology, and ARTHUR M. MASTER is con- 
sultant cardiologist, The Mount Sinai Hos- 
pital, New York City. 
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It is the purpose of this communica- 
tion to consider in detail the character- 
istics of the frequency distribution curves 
of blood pressure in the apparently 
healthy, white adult population of the 
United States, male and female, between 
the ages of 20 and 106 years. Such an 
analysis makes available a knowledge of 
the frequency with which each blood 
pressure value is encountered in the 
population, or, conversely, the propor- 
tion which may be expected to exhibit 
various levels of pressure. The frequency 
distribution curve, constructed from this 
information, further makes it possible 
to observe those changes within the en- 
tire spectrum of pressure which accom- 
pany aging and those due to the differ- 
ences between the sexes. In addition, 
mean values and modal pressures (peak 
of highest incidence) are shown, as well 
as the extent of variability (standard 
deviation from the mean) which is found 
among apparently healthy people. From 
these curves a range of pressure has been 
delineated which may be considered 
“normal” for the purposes of clinical 
medicine, as well as the range which may 
be considered “abnormal.” 

A question which arises immediately 
is—what constitutes the “normal” range 
for the purposes of clinical medicine? 
Further, do all persons within this en- 
tire range of pressure experience this 
same longevity, and is there an optimum 
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or ideal pressure? By comparing relative 
mortality rates associated with various 
levels of blood pressure of individuals 
up to the age of 60, insurance company 
statisticians have shown that longevity 
decreases as blood pressure rises and that 
values somewhat below the average ap- 
pear to be associated with the lowest 
mortality rate and greatest longevity.! 
(Such information is unfortunately not 
available for persons over 65 years.) It 
follows therefore that the mean or aver- 
age pressures or the modal readings—that 
is, those most frequently observed—may 
not be ideal. 

The second problem is to determine 
whether blood pressure rises with age in 
all people. The great bulk of clinical in- 
vestigations suggests that this is so.?1° 
Some investigators, however, contend that 
any rise in pressure with age is evidence 
of abnormality and that the only individ- 
uals who are truly normal are those who 
maintain throughout their life span pres- 
sures similar to averages of early adult 
life.418 If this is true, then blood pres- 
sures of very old, but still active and ap- 
parently healthy persons, should all be 
similar and rather low. Prior to our 
present studies, there were insufficient 
data to answer this fundamental question 
of the relationship of blood pressure 
elevation to the normal aging process. 

In addition to these questions there 
remain practical problems of the every- 
day management of the individual pa- 
tient, such as: 

@ Whom shall we treat with antihy- 
pertensive drugs, with low salt diet, or 
even with low fat diet? 

@ What level of pressure at any age 
should always be considered abnormal 
even in the absence of perceptible in- 
volvement of the heart, blood vessels, or 
kidneys? 

@ Can a single standard for hyperten- 
sion be applied to both sexes at all ages, 
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or is it wise to employ a separate stand- 
ard for men and for women after the age 
of 45 when the average values of the two 
sexes begin to deviate? 

@ Will a person with a “normal” pres- 
sure who attains a ripe old age ever 
present a hypertensive x-ray picture or 
electrocardiogram, merely as a result of 
years of pressure on the heart and blood 
vessels? 

Many but not all of these interesting 
and important questions can be answered 
through the study of these curves. ‘Those 
that cannot may nevertheless be brought 
into clearer focus for future investigation. 

Several previous studies of the fre- 
quency distribution of blood pressure at 
various ages have been published, the 
most detailed by Saller,? Ludwig,!* Ham- 
ilton et al,’ Comstock,!® and recently 
Bdge, Hummerfelt, and Wedervang.® 
However, these reports are not entirely 
satisfactory, largely because patients with 
cardiovascular disease in these cases 
studied have been included; furthermore, 
none of these otherwise excellent studies 
present numerically adequate data on 
older patients. 

The data for this current analysis have 
been drawn from a study of blood pres- 
sure in 74,000 persons 16 to 64 years of 
age by Master, Marks, and Dublin’. 16 
and a recently completed survey in 5,757 
persons 65 to 106 years by Master, Las- 
ser, and Jaffe.17. 18 
Results 
ANALYSIS OF CONTINUITY OF DATA 
This current analysis is based upon sta- 
tistics gathered in two separate surveys. 
There were certain differences in the 
technic of sampling and also a time in- 
terval between them. Therefore, the data 
were first analyzed to determine the valid- 
ity of the “continuity” or “fit” between 
the two investigations. In both studies 
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Age 
Group 


20- 24 


25- 29 


30- 34 


35- 39 


40- 44 


45- 49 


50- 54 


55- 59 


60- 64 


65- 69 


70- 74 


75- 79 


80- 84 


85- 89 


90- 94 


95-106 


TABLE! 


Mean Blood Pressure and Standard Deviations in 
Apparently Healthy Persons, 20 to 106 Years of Age 








*+1 Standard deviation. 
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MALES FEMALES 

Systolic* Diastolic* Systolic* Diastolic* 
123+13.7 76+ 9.9 116+11.8 72+ 9.7 
125+12.6 78+ 9.0 117+11.4 74+ 9.1 
126+13.6 79+ 9.7 120+14.0 75+10.8 
127+14.2 80+10.4 124+13.9 78+10.0 
129+15.1 81+ 9.5 127+17.1 80+10.6 
130+16.9 82+10.8 131419.5 82+11.6 
135+19.2 83+11.3 137+21.3 84+12.4 
138+18.8 84+11.4 139+21.4 84+11.8 
142+21.1 85+12.4 144+22.3 85+13.0 
143+26.0 83+ 9.9 154+29.0 85+13.8 
145+26.3 82+15.3 159+25.8 85+15.3 
146+21.6 81+12.9 158+26.3 84+13.1 
145+25.6 82+ 9.9 157+28.0 83+13.1 
145+24.2 79+14.9 154+27.9 82+17.3 
145+23.4 78+12.1 150+23.6 79+12.1 
146+27.5 78+12.7 149+23.5 81+12.5 
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frequency distribution 


curves of blood pressure 


the populations sampled were essentially 
similar—that is, apparently healthy, am- 
bulatory white persons from various geo- 
graphic areas of the United States, from 
various social and economic levels, of 
varying ethnic origins, and in a great 
variety of occupations. 

Pressures were taken largely in the 
sitting position with standard technic by 
a great number of competent observers. 
The importance of careful reading to the 
nearest 2 mm. Hg was stressed in each 
case. The large number of observers 
avoids systemic bias. 

The mean pressure of each five year 
age group of each sex, from 20 to 106 
years, is shown in table 1. The continuity 
of the data will be demonstrated by 
studying the transition period between 
the two separate studies—that is, between 
the 60 to 64 year group, which is the 
oldest in the first study, and the 65 to 69 
year group at the beginning of the sec- 
ond study. 

The mean systolic pressure of males in 
the 60 to 64 year group is 142 mm. Hg 
while it is 143 in the 65 to 69 year group. 
This rise of 1 mm. Hg compares with a 
rise of 4 mm. Hg in the preceding five 
year period (55 to 59 years) and 2 mm. 
Hg in the succeeding five year period (70 
to 74 years). Thus, continuity of systolic 
pressure among males is excellent. The 
mean systolic pressure (144 mm. Hg) in 
the female 60 to 64 year group is 10 mm. 
Hg lower than that (154 mm. Hg) in the 
65 to 69 year group. Such a difference 
might at first seem excessive, were it not 
for the fact that in women during this 
period of life the mean systolic pressure 
rises rapidly with advancing age until 
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70 to 74 years. Thus there is a further 
rise of 5 mm. Hg in the next five year 
period (70 to 74 years). 

There is only a 2 mm. Hg variation in 
the mean diastolic pressure of the 60 to 
64 year group (85 mm. Hg) and the 65 
to 69 year group (83 mm. Hg) among 
the males. It is identical in these two 
groups among the females (85 mm. Hg). 
This diastolic fit appears highly satis- 
factory. 

The standard deviation of the systolic 
pressure in the 65 to 106 year study 
group in both sexes is greater than that 
found in the 20 to 64 year study group. 
This is in accord with the known in- 
crease in variability of systolic pressure 
with advancing age.!718 Standard devia- 
tions of the diastolic pressure are of the 
same order of magnitude in both studies. 

Finally, the contours of the frequency 
distribution curves of systolic and dia- 
stolic pressures in both sexes (figure I) 
are of the same form in the older age 
groups of the 20 to 64 year study as in 
the 65 to 69 year age group. 

From all these considerations—the re- 
lationship of mean pressures, standard 
deviations, and contour of the frequency 
distribution curves—it was concluded 
that the data of the two studies can be 
totaled as a unity. 


INFLUENCE OF AGE AND SEX UPON 
FREQUENCY DISTRIBUTION CURVES OF 
SYSTOLIC PRESSURE 


The frequency distribution curves of the 
systolic and diastolic pressures of each 
sex in each five year group are demon- 
Blood pressure is 
shown on the abscissa, and the relative 


strated in figure I. 


frequency (percentage of the total) , with 
which any particular pressure occurs, is 
shown on the ordinate. The solid line 
near the center of each curve represents 
the mean pressure of the group. The 
dotted lines include between them the 
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TABLE 2 
“Skewness Index” 


Perfect symmetry or absence of skew- 
ness is indicated by a value of zero. 
Increasing positivity of this index in- 
dicates positive skewness and negative 
values indicate negative skewness. 








20 to 24 65 to 69 

years years 
Males 0 +0.085 
Females —0.17 +0.085 


“Skewness Index” was calculated 
by the following formula: 


Qi + Qs — 2Q2 


sKQ = 
e Qs — Qi 


Where Qs — third quartile 
Qe — median 
Qi — first quartile 
SK Q — skewness index 


middle 80 per cent range of readings 
(+ 1.2820) —that is, 40 per cent either 
side of the mean. 

On each graph in figure IIA, five of 
these curves were selected at fifteen year 
intervals and placed on a single base line 
to show changes with age The contour 
of the frequency distribution curves of 
the systolic pressure in the younger ages 
of both sexes corresponds to the normal 
distribution curves of chance occurrence 
(or Gauss curves) characteristic of many 
biologic measurements, such as height 
and intelligence. Thus it is bell-shaped 
and symmetrical. One standard devia- 
tion above and below the mean (+ lo) 
includes about 66.7 per cent of all the 
values, and two standard deviations, 95 
per cent. 

This contour alters somewhat with ad- 
vancing age up to age 65. The curves 
become increasingly flattened, squat, and 
more widely spread. The peaks appear 
progressively at higher levels of pressure, 
but are of smaller amplitude and plateau- 
like, and more are dispersed toward the 
extremes. After the 65 to 69 year group, 
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no further alteration is discernible, and 
the curves all resemble each other. (The 
gross irregularity of the 95 to 106 year 
group is the result of distortion due to 
the relatively small number of subjects 
—25 males and 28 females—in this ad- 
vanced age.) 

The curves also lose their symmetry. 
A positive “skewness” or bulge of the 
right limb of the curve appears, indicat- 
ing that a wider range of values lies 
above the median value than below it. 
It makes its appearance some time after 
the thirty-fifth year, and increases in ex- 
tent until 65 years, after which there is 
little or no change. 

In order to obtain some quantification 
of the degree of skewness and the magni- 
tude of change with age, an index was 
calculated for males and females of the 
20 to 24 year group and compared with 
the 65 to 69 year group. This is shown in 
table 2. According to this index, a value 
of zero indicates perfect symmetry of the 
curve—the absence of skewness; this char- 
acterizes the 20 to 24 year male group. A 
negative value indicates negative skew- 
ness of a preponderance of low blood 
pressures; this characterizes females of 20 
to 24 years. In the 65 to 69 year group, 
both males and females show a modest 
degree of positive skewness—that is, pre- 
ponderance of higher pressures. 

The modal or most frequent systolic 
pressure (peak value) is 120 mm. Hg in 
both sexes in the 20 to 24 year age group. 
This value increases gradually until at 
50 to 54 years it has risen to 140 mm. Hg 
in both sexes. No further rise occurs in 
men, but in women there is increase to 
a modal pressure of 160 mm. Hg at 70 
to 74 years. 

Mean systolics are shown in table 1 
and figure III. Among males, the mean 
systolic pressure increases gradually dur- 
ing each decade up to the fortieth year 
(about 3 mm. per decade) . After 40 the 
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rate or degree of rise increases until the 
seventh decade, after which the mean 
remains constant. Among women the 
pattern of rise of mean systolic pressure 
with age is somewhat different. In the 20 
to 24 year group, the mean systolic pres- 
sure is 116 mm. Hg, which is 7 mm. 
lower than in men of the same age. How- 
ever, during the following two decades 
the rise is much greater among women, 
so that after the age of about 45 years the 
mean systolic pressure is higher in wom- 


en. The disparity continues to widen 
until the age group of 70 to 74 years, 
when the highest mean pressure is 
reached; in females, this is 159 mm. Hg 
and in males, 145 mm. Hg. ‘Thereafter, 
a gradual decline begins so that in ex- 
treme old age (95 to 106 years), the fe- 
male pressure has fallen to 149 mm. Hg 
and is only 3 mm. higher than that in 
males. It is possible that if this trend 
continued, the mean pressures for the 
two sexes might meet at about 100 years 
of age. Demographers and actuaries con- 
sider that the limit of human life lies 
at present between 105 and 110 years.'® 

Accompanying the rise in mean systolic 
pressure is an increase in the total range 
of pressure. 


TABLE 3 


Upper Limit of Middle 80% Range of Blood Pressures (+-1,2820) in 
Apparently Healthy Persons, 20 to 106 Years of Age 





Age MALES FEMALES 

sia Systolic Diastolic Systolic Diastolic 
20- 24 140.6 88.7 13a 84.4 
25- 29 141.2 89.5 1316 85.7 
30- 34 143.4 91.4 138.0 88.8 
35- 39 145.2 93.3 141.8 90.8 
40- 44 148.4 93:2 148.9 93.6 
45- 49 151.7 95.8 156.0 96.9 
50- 54 159.6 91:5 164.3 99.9 
55- 59 162.1 98.6 166.4 99.1 

60- 64 169.1 100.9 172.6 101.7 
65-106 5 95 192 103 
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There is a progressive diminution in 
the frequency of low systolic pressures 
which is surprisingly pronounced. For 
example, at the age of 20 to 24, about 20 
per cent of males and more than 30 per 
cent of females have systolic pressures 
at or below 110 mm. Hg. At the age of 
50 to 54 years, the incidence of individ- 
uals with 110 mm. Hg or less declines to 
8 per cent in both sexes. By the age of 
80 to 84 years (which may be considered 
to represent all individuals over 65 years), 
a further decrease occurs to 5.5 per cent 
in men and 2.5 per cent in women. A 
similar decrease with age is noted for 
pressures of 120 and 130 mm. Hg. 

A progressive increase in the frequency 


of systolic pressures about 150 mm. Hg 


can also be clearly seen in figure II. After 
the age of 65 years, no further change 
occurs. Occasional extreme values of 260 
or 280 mm. Hg which were recorded 
were extreme variants which, while they 
may have existed for a time without 
other evidence of cardiovascular disease, 
can in no way be considered normal. 
There is a progressive increase in the 
magnitude of the standard deviation of 
systolic pressure with advancing age un- 
til 65 years. ‘There is no further increase 
thereafter. After the age of 45, the stand- 
ard deviation is always greater in wo- 
men. This increase in the standard de- 
viation is reflected in the increasing wid- 
ening and flattening of the frequency 
curves and is the most marked change 


TABLE 4 


Upper Limit of Middle 95 % Range of Blood Pressures (+20) in 
Apparently Healthy Persons, 20 to 106 Years of Age 








Age MALES FEMALES 

wai eon Diastolic Systolic Diastolic 
20- 24 150.4 95.8 139.6 91.4 
25- 29 150.2 96.0 139.8 92.2 
30- 34 153.2 98.4 148.0 96.6 
35- 39 155.4 100.8 151.8 98.0 
40- 44 159.2 100.0 161.2 101.2 
45- 49 163.8 103.6 170.0 105.2 
50- 54 173.4 105.6 179.8 108.8 
55- 59 175.6 106.8 181.8 107.6 
60- 64 184.2 109.8 188.6 111.0 
65-106 190 102 212 113 
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which occurs with aging. 
MIDDLE 80 PER CENT RANGE 


In previous studies the authors employed 
a range composed of the middle 80 per 
cent of values (40 per cent on either side 
of the mean, or + 1.2620) as the possible 
limits of “normal” blood pressure.'®: 1! 
It was felt that pressures falling within 
these limits, if not accompanied by evi- 
dence of cardiovascular disease, need not 
at the present time be considered for 
antihypertensive therapy. These values 
for each five year age group are shown 
in table 4. 

As both the mean pressure and the 
standard with 
until about 65 years, the limits of the 
middle 80 per cent range become higher 


deviation increase age 


and the range becomes wider. ‘The lower 
limit does not alter appreciably. In the 
20 to 24 year group the middle 80 per 
cent range extends from 105 to 140 mm. 
Hg (35 mm. Hg) in men and from 100 
to 130 mm. (30 mm. Hg) in women. In 
the age group 65 to 69 years, it extends 
from 110 to 175 mm. (65 mm. Hg) in 
men and from 115 to 190 mm. (75 mm. 
Hg) in women. The permissible range 
of variation has, roughly, doubled. The 
range in women is at first narrower than 
in men, but in all older age groups the 
range is wider in women and the upper 
limit is higher. As no further progressive 
change occurs after 65, one set of values 
is given for each sex for all over this age. 
MIDDLE 95 PER CENT RANGE 

A wider range (which includes approxi- 
mately the middle 95 per cent) of the 


values—that is, + 2 standard deviations 
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or f, | " stitute by themselves an indication for 
0 . . ‘ 
sor: _—e 7 30 antihypertensive therapy. ‘These values 
f\ ‘ : , love 
“7 |e = are shown in table 4. This range also 
L 410 8 P ‘ 
a a See LPR ROT b increases considerably with age up until 
30f | i 30-34 ] 30 65 and then shows no further alteration. 
20-1 420 ‘ai SEIN aia 
The range is wider and the upper limit 
8 PI 
is higher in women than in men after 


the forty-fifth year of life. In view of the 
absence of continuous change after age 
65, one single middle 95 per cent range 
for each sex has been applied to all over 
this age. 














INFLUENCE OF AGE AND SEX UPON 
FREQUENCY DISTRIBUTION CURVES OF 
DIASTOLIC PRESSURE 


All five year age group curves of diastolic 
pressure are shown in figure I. In figure 
IIB representative frequency curves of 
the diastolic pressure at fifteen year in- 
tervals have been superimposed on a 

















i 60-64 ‘ i 
2 single base line. 
Aer thin hana ‘These curves deviate from the char- 





acteristic biologic curve by virtue of ex- 
cessive peaking of the modal value, which 
is 80 mm. Hg ir both sexes at all ages. 
This excessive peaking (leptokurtasis) 
occurs because the total diastolic range is 
narrow and the great mass of values is 
crowded toward the center. Only a very 
minute fraction of the subjects have 

















FIGURE 1 


Frequency Distribution Curves, 
Systolic and Diastolic Blood 
Pressure in Males and Females 
by 5 Year Age Groups 





The solid vertical line near the center of each 
curve represents the mean pressure for the age 
group. The dotted vertical lines demarcate 
é 0 ' Lu the ‘‘middle 80%’ range of pressure 

90 130 170 210 250 50 90 130 (+1.282¢). 
10 | “85 10 150 190 230 -45 70 110 
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diastolic pressures below 60 mm. Hg or 
above 110 mm. Hg. More than 40 per 
cent of individuals of all ages and both 
sexes have pressures between 75 and 84 
mm. Hg. The curve of diastolic pressure 
is symmetrical and shows less of a tend- 
ency to flatten with advancing age than 
does the curve of systolic pressure. 

The mean diastolic pressure (table | 
and figure III) increases only slightly with 
age, and the values for both sexes are 
almost alike, with women 3 to 4 mm. 
higher after the sixty-fifth year. The 
mean and modal values are virtually 
identical at 80 mm. Hg. The modal value 
of 80 mm. Hg is constant at all ages. In 
the early years subjects with pressures 
lower than the modal are slightly more 
numerous than subjects with pressures 
higher than the modal. After 50 to 54 
years the reverse is true. 

In the 20 to 24 year group, the total 
diastolic pressure range is 30 to 110 mm. 
Hg in men and 40 to 110 mm. Hg in 
women. In the 60 to 64 year group it is 
50 to 135 mm. Hg in men and 55 to 125 
mm. Hg in women. Thus, though the 
range itself has not been widened signifi- 
cantly, both the lower and upper limits 
have risen. It is likely that the very low 
values are artifacts, such as are occasion- 
ally encountered when the diastolic fifth 
phase (complete disappearance of sound) 
is not accurately determinable. This 
phenomenon is encountered much more 
frequently in children and young adults 
than in older subjects and may explain 
some of the very low diastolic pressures 
(30 mm. Hg) recorded. The middle 80 
per cent range (+ 1.2820) (table 3) and 
middle 95 per cent range (+ 2e) increase 
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very slightly with age. Again, a single set 
of values is given for each sex for all over 
65 years of age. 

The striking feature of diastolic pres- 
sure is the lack of marked change with 
age and the stability of the curves. 


Discussion 


The frequency distribution of the blood 
pressure in apparently healthy subjects 
alters in a characteristic fashion in both 
sexes with advancing age until about 70 
years, after which little or no change 
takes place. As described the systolic pres- 
sure undergoes marked age and sex spe- 
cific alterations, while the diastolic pres- 
sure remains more stable throughout 
adult life and is essentially similar in 
both sexes. 

The observation that the blood pres- 
sure remains relatively constant after the 
age of about 70 years has given us much 
food for thought. This stabilization is 
probably the result of an achieved bal- 
ance between the tendency of pressure 
to rise with age and the counteracting 
influence of a selective mortality which 
reduces the number of persons with high- 
er pressures. This balance would similar- 
ly explain the lack of progressive in- 
crease in the positive skewness of the 
curves after 65 years of age. 

These age-specific alterations which 
occur up to about 70 years have two dif- 
fering interpretations. One, supported by 
Robinson and Brucer,!? by Alvarez et 
al,43 and by Ludwig,'* holds that the 
pressure of “normal” persons does not 
alter with advancing age, but the age- 
specific changes are due to the appear- 
ance of “hypertonic” or diseased individ- 
uals within the population. According to 
the studies of Alvarez, the only adults 
who can be defined as normal are those 
whose systolic pressures remain below 
120 mm. Hg. Ludwig has suggested that 
the normal range might be determined 
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Systolic Pressure in The curves in males and females, selected at 15 year in- 

tervals, demonstrate age specific changes in frequency 

distribution of systolic pressure. Note the progressive 
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by introducing a theoretic curve which 
eliminates the positive skewness in the 
curves of the older age groups. This ap- 
proach is also based on the opinion that 
blood pressure among “normal’’ persons 
does not change with age. 

The other view, supported by almost 
all recent clinical studies,2-!° considers 
that “normal” pressure increases with 
advancing age and, most significant, that 
the entire range of pressure rises and 
not merely the higher values. The pres- 
ent data show very clearly that the in- 
cidence of low systolic pressure—less than 
110 mm. Hg—progressively decreases with 
advancing age throughout life. This is 
contrary to what one would expect if 
normality constituted the maintenance 
of the same initially low pressure 
throughout life. 

Furthermore, studies by life insurance 
companies have demonstrated that, ex- 
cluding other factors, life expectancy 
varies inversely with the height of blood 
pressure.! This selection factor serves to 
decrease relatively the number of older 
persons with high pressures and to in- 
crease the number with lower pressures. 
If it were true that individuals with a 
systolic pressure of 110 mm. Hg or less 
experienced no increase with age, such 
“normal” subjects should form an in- 
creasingly large proportion of the aging 
population due to the higher mortality 
of the others. Exactly the reverse seems 
to be true. As has been shown, such in- 
dividuals become increasingly less nu- 
merous. 

Though the qualitative characteristics 
of the frequency distribution curves re- 
ported in previous studies are similar, 
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certain differences are seen when ab- 
solute values are compared.*8-!° These 
differences occur chiefly in subjects over 
65. For example, Hamilton and others 
found the mean systolic pressure of fe- 
males 80 to 84 years of age to be 198 mm. 
Hg; whereas, we found a pressure of 157 
mm. Hg for the same sex and age group. 
The former study, however, is based 
upon only 11 cases, while ours is based 
on 344 cases. 

The exclusion of cardiac patients from 
this present study has resulted in values 
lower than those found by other investi- 
gators, *»® with the exception of Saller* 
whose investigation was conducted 
among people without cardiovascular or 
renal disease. His curves and values most 
closely resemble our own. 

It is our belief that the differences in 
absolute blood pressure values found in 
various studies are attributable primarily 
to differences in selection of subjects. 


Distribution Curves, Diastolic 


Pressure in Persons, 
Apparently Healthy, 
20 to 85 Years of Age 
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The healthier the population studied, 
the lower the average pressure. Despite 
our rigid criteria, a certain number of 
subjects were, no doubt, in the preclini- 
cal stage of cardiovascular disease—that 
is, patients with essential hypertension 
and latent atherosclerosis prior to clini- 
cal involvement of the heart, the kidneys, 
or the blood vessels. If it were possible 
to remove these from the sample, the 
mean blood pressures of the remainder 
would probably be slightly lower. It is 
likely that no appreciable contamination 
of the ideally normal population oc- 
curred until the sixth or seventh decade. 

Whether or not the age-specific changes 
in the frequency distribution curve are 
due solely to the appearance of athero- 
sclerosis or to the “normal aging proc- 
ess” per se is moot. Inthe normal aging 
process, the elastic fibrils in the artery 
walls are replaced by collagenous connec- 
tive tissues. This histologic change af- 


FIGURE IIB 


These curves in males and females of dia- 
stolic pressure demonstrate a constancy with 
advancing age as shown by common modes 
(peaks) and similarity of form throughout all 
age groups. 
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fects the entire aging population, and 
cannot at present be considered an ab- 
normal process or a disease. As a result 
vessels become more rigid and this ac- 
counts for rise in systolic pressure. Since 
the diastolic pressure is not appreciably 
affected, the pulse pressure (systolic mi- 
nus diastolic pressure) likewise increases. 

We believe that the physiologic aging 
process produces blood pressure eleva- 
tions in everybody to some degree. The 
qualification “to some degree” is im- 
portant, for it is likely that the magni- 
tude of the rise in pressure with age is 
not the same in all individuals. We also 
believe that those with initially higher 
pressures experience a more rapid and 
extreme rise with advancing age than 
those with initially lower pressures. This 
accounts for (1) the rise of mean pres- 
sure, (2) increasing dispersal of values 
from the mean, (3) decreasing incidence 
of low pressures and increasing incidence 
of higher pressures, and (4) increasing 
positive skewness of the frequency distri- 
bution curve. 

How do these data influence our 
view of the therapy of hypertension? Ex- 
cellent evidence has been presented that 
medical therapy of severe hypertension 
lowers mortality, decreases complications, 
reduces heart size, improves electrocar- 
diogram, and arrests deterioration of 
renal function.2° Both medical?! and 
surgical*?.?3 therapy have prolonged the 
lives of patients with malignant hyper- 
tension. Though similar clear cut evi- 
dence of the value of therapy is not now 
available in patients with mild or mod- 
erate hypertension (higher than the mid- 
dle 80 per cent limit), it seems likely 
that it will be in the future. 

In this present era, with effective and 
relatively safe antihypertensive therapy 
available, there should be very little dif- 
ference of opinion concerning the neces- 
sity for therapy in all individuals whose 
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pressures are higher than the middle 95 
per cent range (+ 20), even in the ab- 
sence of clinical evidence of vascular 
damage of the kidney, brain, or heart. 
Antihypertensive therapy is also indi- 
cated in all individuals who manifest an 
abnormal electrocardiogram, x-ray pic- 
ture, or urinalysis, who have a history of 
a previous cerebrovascular accident or 
congestive heart failure, or who demon- 
strate funduscopic changes, even though 
their pressure might be lower than the 
95 per cent limit or even below the up- 
per limit of the middle 80 per cent range 
(+ 1.282c¢). 

Keeping constantly in mind the fact 
that therapy must be individualized and 
carefully observed and the entire clinical 
picture considered, we do not consider 
it advisable to treat individuals over the 
age of 60 years with pressures higher 
than the middle 80 per cent limit, if ob- 
tained on repeated examination. This 
opinion would not have been tenable 
some years ago prior to the introduction 
of the relatively safe and effective antihy- 
pertensive drug armamentarium. When 
little more than reassurance was avail- 
able, it was considered wiser not to alarm 
the patient who had a moderate eleva- 
tion of pressure. 


Summary 


In an attempt to determine the limits of 
“normality,” the frequency distribution 
of casual blood pressure readings in a 
selected cross section of the apparently 
healthy white population between the 
ages of 20 and 106 years was studied. Fre- 
quency distribution curves for both sexes 
in increments of five year age groups 
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were constructed, mean and modal pres- 
sures determined, and the limits of both 
a middle 80 per cent and 95 per cent 
range were drawn. 

With aging the mean and modal sys- 
tolic pressures gradually increase until 
the seventieth year, after which there is 
no significant change. The mean pressure 
of the female is lower than the male 
until about age 45, after which it is high- 
er. The maximal sex difference occurs 
in the 70 to 74 year group. After this 
systolic pressure remains constant in men 
but declines in women so that after age 
95 there is very little difference. Repre- 
sentative average pressures at various 
ages are shown in the following tabula- 
tion: 





AGE MALE FEMALE 
20 to 24 123/76 116/72 
35 %0 39 127/80 124/78 
50 to 54 135/83 137/84 
65 to 69 143/83 154/85 
80 to 84 145/82 157/83 
95 to 106 146/78 149781 











With advancing years, there was noted 
a significant decrease of individuals with 
low systolic pressures (below 110 mm. 
Hg). The standard deviation of systolic 
pressure increases progressively until age 
65, after which it remains constant. The 
frequency curve of systolic pressure is 
symmetrical and “bell” shaped at young 
ages. With advancing age to about 70 
years, it becomes increasingly flattened, 
more widely spread, and asymmetrical. 
The peaks (modal pressure) appear at 
progressively higher levels and are of 
lower amplitude. A modest degree of 
positive skewness occurs in both sexes 
after age 35. This appears as a bulging 
of the right-hand limb of the curve and 
represents an increasing predominance 
of pressures higher than the medium 
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value. Mean diastolic pressure increases 
slightly with age, but for all practical 
purposes it can be considered to remain 
essentially constant throughout the adult 
life and similar in both sexes. 

In view of the efficacy and relative 
safety of modern antihypertensive thera- 
py, we advocate that individuals showing 
repeated casual pressures higher than 
the middle 95 per cent range, at any age, 
be appropriately treated. Representative 
95 per cent range pressures are shown 
according to their respective age groups: 


GERIATRICS, JUNE 1959 











160 Pe eT Te 
0 systouic Fill ree 
130 MALE 
-° 
120 a (ae 
uo 
100 
DIASTOLIC 
80 MALE — << Sacnen 
———_—_—_—__-o lhe 

TO nn FEMALE 

60 

50 

40 

30 

20 Master, Dublin & Marks Master, Lasser & Jaffe 

74,000 Industrial Workers 5,757 Ambulatory, No Heart Disease 
10 
O 
20-24 30-34 40-44 50-54 60-64 70-74 80-84 90-94 
FIGURE III 


There is a gradual rise in systolic mean pres- 
sure with age until about 70 years. After this 
age systolic pressure remains constant in men 
and declines in women. Note the small magni- 
tude of the rise of diastolic pressure. 





AGE MALE FEMALE 
20 to 24 150/96 140/91 
35 to 39 155/101 152/98 
50 to 54 173/106 180/109 
65 and over 190/102 212/113 











If clinical evidence of cardiovascular 
or renal disease exists, antihypertensive 
therapy should be given to those with 
pressures at or above the upper limit of 
the middle 80 per cent range. Individ- 
uals 60 years and over, showing pressures 
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higher than the middle 80 per cent range 
may be also considered for antihyper- 
tensive therapy. 
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treated 
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Diastolic hypertension is a pro- 
gressive disease which can become 
a self-perpetuating mechanism. 

If it is not lowered sufficiently, 

it will cause widespread cardio- 
vascular renal disease. An early 
systematic attack definitely slows 
down its progress. Results of a ten- 
year follow-up study of 105 
surgically treated hypertensive 
patients are presented. 


GEZA DE TAKATS is clinical professor of surgery, 
University of Illinois College of Medicine, and 
attending surgeon, Research and Educational 
Hospitals and Presbyterian-St. Luke’s Medical 
Center, Chicago. 
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& Rightly or wrongly, the surgical treat- 
ment of hypertension is not enjoying the 
same popularity which it did ten to 
twenty years ago. There are several rea- 
sons for this phenomenon. In the first 
place, the use of a number of potent hy- 
potensive drugs has given the general 
practitioner an effective tool for the 
ambulatory treatment of a large number 
of hypertensive patients.1 I shall not dis- 
cuss these here except to say that an in- 
telligent and skillful use of these drugs 
alone, combined with each other, or com- 
bined with surgical treatment has kept 
high blood pressure within reasonable 
limits in well-selected cases. Secondly, 
the recognition of hypertension—second- 
ary to distinctly surgical lesions, such 
as coarctation of the aorta, pheochromo- 
cytoma, corticoadrenal adenoma or hy- 
perplasia, unilateral renal disease, and 
renal artery stenosis—has made most in- 
ternists feel that, while these entities re- 
quire early surgical treatment, the: bulk 
of hypertensive patients suffering from 
so-called “essential hypertension” are to 
be treated with skillful neglect, with 
hypotensive drugs, or with psychothera- 
py. Thus it has come about that the 
surgeon today does not see hypertensive 
patients referred for operation unless 
they are in a terminally malignant phase 
resisting drug therapy or if they are too 
stupid to control their own blood pres- 
sure on an ambulatory basis.* 

Certain it is that no patient under 
medical or psychoanalytic treatment 
should be denied the advantages of a 
systematic hypertensive study* which may 
reveal that the hypertension is amenable 
to and suitable for surgical treatment 
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with a success rate which is not inferior 
to any other form of therapy. 

In this brief account of our experi- 
ence with 105 hypertensive patients oper- 
ated on between 1934 to 1946, I shall 
discuss our indications, our estimation 
of the severity of the disease, and the re- 
sults of the follow-up study. 


Method of Study 


The evaluation of any single method of 
therapy for hypertension is obviously 
difficuit. The course of the disease in the 
individual patient fluctuates from a sta- 
tionary to a slowly progressive and a 
rapidly progressive accelerated phase, 
and one method of evaluating the merits 
of surgical treatment is the study of sur- 
vival rates in the various grades of hyper- 
tension. This has been done for the ma- 
terial reported by Smithwick and _ his 
co-workers.* It would appear that prog- 
nosis in women is generally better than 
in men, and that surgical treatment 
shows statistically significant lowering 
of mortality rates in all males and in 


groups 2 and 3 of the surgically treated 
female patients in an eight-year follow- 
up study. Such a method of course uses 
the criterion of death versus survival in 
patients treated surgically against those 
who were not, but is hardly applicable 
today when the nonsurgical group is in- 
tensively treated with hypotensive drugs. 
They may be alive but it is not known 
whether or not serious cardiovascular 
crippling, invalidism, and loss of earning 
power have taken place. 

For this reason, we have used a severi- 
ty index which was determined in 1956 
on the basis of our preoperative records 
at St. Luke’s and Research and Educa- 
tional hospitals. Only the patients oper- 
ated on between 1934 and 1946 were 
selected so that the shortest follow-up 
period was at least ten years. The index 
was then recalculated at re-examination. 

The improvement or deterioration 
shown in such a severity index is obvi- 
ously a strict criterion of benefit or fail- 
ure of surgical treatment. The index will 
therefore be described in detail. The 


Severity Index of Diastolic Hypertension 
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Early myocardial 
change; slight 
enlargement 


35-25% 


Narrowing or 
spasm 





Marked myocar- 
dial damage; 
heart over 50 
per cent car- 
dio-thoracic 
ratio 


24-20% 


Severe hyperten- 
sive headache 


A. V. nicking and 
much sclerosis 





Angina or con- 
trolled compen- 
sation 


19-15% 


Old stroke 


Hemorrhage and 
exudates 
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Coronary occlu- 
sion; congestive 
heart failure 


14-10% 


Fresh stroke or 
encephalopathy 


Papilledema 








GE 











table shows the five areas of study, each 
of them receiving four grades. Although 
in all of our previous studies much at- 
tention was paid to the patient’s cardiac, 
renal, and retinal status, it seemed profit- 
able to include a separate panel for cere- 
bral involvement and for the height of 
diastolic pressure, which in itself has an 
important bearing on vasospasm.® Thus, 
in our classification: 

@ Intermittent hypertension with early 
vascular damage in eyegrounds, brain, 
heart, or kidney has a severity index 
from 3 to 8. 

@ Rising diastolic pressure in spite of 
adequate medical care has a severity in- 
dex from 9 to 12. 


@ Rapidly progressive premalignant 
or malignant hypertension but with renal 
function not below 15 per cent phenol- 
sulfonphthalein excretion in fifteen min- 
utes has a severity index from 12 to 17. 

These are the three groups of patients 
who were subjected to surgical treatment 
between 1934 and 1946. There has been 
no change in indication except that, with 
more effective medical care, the indica- 
tions for operation are more restricted. 


Results of Study 


A total of 105 patients were traced, and, 
of these, 20, or 19 per cent, died since the 
operation, leaving 85 patients for re- 
examination. This is a comparatively 


Mortality in Per Cent 
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FIGURE I. Mortality among hypertensive patients not treated surgically. Recon- 
structed from Smithwick, R. M.: Surgical Measures in Hypertension. Spring- 
field, Illinois: Charles C Thomas, 1951. From de Takats, McDonald, and 


Harridge? 
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low mortality rate compared with collec- 
tive material published in graphic form 
previously.* Obviously, this material 
varies greatly in severity from the ad- 
vanced, premalignant, and malignant 
cases of Norman Keith to the ambulatory 
patients in Perera’s clinic as shown in 
figure I. Six out of our 20 patients died 
from other than cardiovascular disease. 

The preoperative hypertensive status 
of the remaining 85 patients as measured 
by the severity index was compared with 
their present status, either by personal 
interview and laboratory studies or 
through cooperation with their attending 
physician. The results of this survey are 
shown in figure II. 


In the group of patients with usable 
preoperative and postoperative data, the 
number with lower indices increased, in- 
dicating a decreasing severity for the 
total group. Since such a frequency poly- 
gon does not reveal improvement of the 
individual but of the whole group, an- 
other chart was constructed comparing 
the severity indices of the individual be- 
fore and after operation. Sixty-one pa- 
tients had lower indices, 24 had higher 
indices, and 20 died (figure III). Thus 
roughly 60 per cent were better ten to 
twenty-two years after operation. 

Since blood pressure, urinary concen- 
tration tests, and working ability are 
three simple criteria which can be readi- 
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FIGURE I. Pre- and postoperative se- 
verity indexes in 79 hypertensive pa- 
tients. Note that the severity of 
hypertension has decreased  post- 
operatively. There are more pa- 
tients with lower indexes and fewer 
patients with higher indexes after 
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FIGURE ill. End results of surgical 
treatment for hypertension based on 
comparison of pre- and postopera- 
tive severity indexes. 
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ly obtained on all patients at an office 
visit, it was interesting to compare these 
data with the strict criteria of the severi- 
ty index. Many patients, although classi- 
fied as being worse on the basis of the 
severity index, had relief from subjective 
symptoms. Details of subjective improve- 
ment were given in a previous publica- 
tion.® 


Discussion 


In order to compare these results with 
the type of medical management in cur- 
rent vogue, it would be necessary to ob- 
tain ten- to twenty-year follow-up records 
on patients classified by the same severi- 
ty index and under continuous or inter- 
mittent hypotensive therapy. This in- 
formation is obviously not yet avail- 
able,* and, therefore, a temporary and 
often spectacular reduction of hyperten- 
sion, especially in hypertensive crises, is 
certainly not indicative of the results of 
long-term drug therapy. I do_ believe, 
however, that a patient whose diastolic 
pressure can be consistently kept under 
110 mm. Hg need not be considered for 
operation unless a failure of control be- 
comes evident. 

The surgical treatment of these young 
and middle-aged hypertensive patients 
has considerable interest for the physi- 
cian interested in geriatrics. What he 
has to treat in his geriatric patient is not 
so much the level of the blood pressure 
but the cardiac, cerebral, renal, and pe- 
ripheral arterial damage, which is the 
inescapable consequence of prolonged 
diastolic hypertension. While it is true 
that the rate of cardiovascular deteriora- 
tion varies in each hypertensive individ- 
ual, depending on his heredity, on his 
diet, on the amount of exercise he takes, 
and on his exposure and response to 
*The recent excellent study of Dustan and associates 
(Circulation 18: 644, 1958) focuses its attention on the 


malignant phase in an eight-year follow-up study of 
patients treated by hypotensive medication. 
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stress, a close watch over the cardiovascu- 
lar tree over a period of months and 
years will be the best guide for action. 
The “point of no return’’—the irreversi- 
ble damage in arteriosclerosis—is_ defi- 
nitely accelerated by diabetes, by gout, 
and, above all, by hypertension. In our 
material, of the aged arteriosclerotic with 
coronary sclerosis and disabling inter- 
mittent claudication, at least 50 per cent 
have a history of longstanding hyperten- 
sion. 

To determine the type of surgical treat- 
ment appropriate for the individual case, 
a thorough hospital study is necessary 
in: 

1. All early juvenile types of hyperten- 
sion, since they are often due to unilater- 
al renal disease. The hypertension is ac- 
tually curable when a congenitally hypo- 
plastic kidney or a unilateral pyelone- 
phritic kidney is removed. Coarctation 
of the aorta is readily diagnosed and 
surgical reconstruction gives excellent 
results provided it is done early. 

2. All middle-aged hypertensive pa- 
tients, if the diastolic pressure suddenly 
rises or if there are physical signs or 
aortic and arterial stenosis, such as a 
bruit over the abdominal aorta, the 
femoral arteries, or carotids. In such pa- 
tients, renal arterial stenosis is amenable 
to surgical correction. This may require 
renal arteriography and renal clearance 
studies.® In patients with increased corti- 
coadrenal activity, resection of one or 
both adrenals gives satisfactory results, 
and, when pheochromocytoma is diag- 
nosed, removal of the adrenal tumor is 
curative. Elsewhere I have pointed out 
how the various factors leading to dia- 
stolic hypertension can be evaluated.® 
One cannot emphasize strongly enough 
that reduction of diastolic hypertension 
is an urgent matter, since a vicious circle 
develops,’ so that, even after the removal 
of the original cause, hypertension may 
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continue if it has been permitted to per- 
sist too long. 

The intermittent lowering of blood 
pressure by drugs, accomplished by throt- 
tling certain physiologic mechanisms, 
may be useful but may also transform the 
hypertension to a more intractable one. 

When hypertension is permitted to go 
untreated, as it so often is, it tends to 
reduce the life span. The disease runs a 
course of about twenty years when un- 
treated, and arteriolar sclerosis proceeds 
in the presence of sustained hyperten- 
sion. Naturally, the higher the diastolic 
level of pressure, the worse the long- 
range outlook.? 


Conclusions 


Diastolic hypertension is a progressive di- 
sease, and, whether it is triggered by a 
neurogenic, corticoadrenal, or renal fac- 
tor, it becomes a self-perpetuating mech- 
anism. If diastolic hypertension is not 
sufficiently lowered, it will cause wide- 
spread cardiovascular-renal disease, one 
of the dominant disabilities of the aged 
population. 


An early systematic attack on this di- 
sease definitely slows down its progress. 
In a group of 105 patients available for 
study from ten to twenty-two years after 
their surgical treatment, 61 improved, 
24 progressed to a more severe state, and 
20 died. By establishing a severity index 
before and after operation, the cardio- 
vascular status of such patients can be 
closely followed. 
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BLOOD VOLUME in relation to body weight or surface areas does not 


change with age, as revealed by a study of blood volume determinations 


made in 52 men and 45 women over 60 by the radiochromate (Cr?) 


method. All subjects were healthy and normal. Based on actual weight, 


the ratio was 65.3 cc. of whole blood per kilogram of body weight for 


the men and 56.0 for the women. Based on ideal weight, the same 


figures were 66.3 and 59.3. 


R. H. SMITH: Normal blood volumes in men and women over sixty years of age as 


determined by a modified Cr*! method. Anesthesiology 19: 752-756, 1958. 


366 


GERIATRICS, JUNE 1959 

















In a study of vitamin By,» levels in 
senile demented, confused, and nor- 
mal elderly persons, the senile de- 
mented patients had significantly 
lower vitamin B,,. levels than did 
normal persons of their own age. 
Confused persons demonstrated 
these changes less strikingly, but 
they, too, had a larger proportion 
of intermediate values, whereas low 
and intermediate values could not 
be obtained in normal old people. 
There was no evidence of agewise 
decline of vitamin By, in the 225 
normal patients nor in the 22 con- 


trols whose average age was 82. 


Vitamin B, 


levels in senile 
dementia and 
confusional 
states 


H. DROLLER, M.D. and 
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LEEDS, ENGLAND 
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Clinicians have known for a long 
time that Addison’s anemia and subacute 
combined degeneration of the cord may 
present with signs of confusional states 
or frank dementia or, more rarely, as 
psychosis. Sometimes the mental state is 
the result of anoxemia and can be cor- 
rected by treatment with blood transfu- 
sion to bring the oxygen-carrying power 
of the blood to the required level. On 
other occasions, the abnormal mental 
state is the direct result of vitamin By» 
deficiency, and Holmes! has reported 
cases with cerebral manifestations of vi- 
tamin By, deficiency in the complete 
absence of anemia or megaloblastosis of 
the bone marrow. His cases responded to 
treatment with cyanocobalamin. 

In our experience, mental changes as- 
sociated with pernicious anemia or sub- 
acute combined degeneration of the cord 
do not always respond to treatment with 
liver or vitamin B,.. Indeed, in the Geri- 
atric Unit at St. James’s Hospital, Leeds, 
about one-half of the patients with meg- 
aloblastic anemia who were confused on 
admission remained so, even when ade- 
quately treated and after full restoration 
of the blood picture. This may indicate 
that the abnormal mental state is not as- 
sociated with vitamin B,, deficiency or, 
alternatively, that, because of the severi- 
ty and duration of the deficiency state, 
the mental condition has become refrac- 
tory to treatment. 

We were therefore interested in in- 
vestigating a series of confusional states 
and dementias in geriatric patients and 
comparing their serum vitamin By» levels 
with those of normal elderly people of 
similar age. 
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Method and Interpretation of Results 


The method of B,, estimation was that 
of Mollin and Ross,?:* using the rapidly 
growing “Z” strain of Euglena gracilis. 
(The one of us 
(J-A.D) introduced were of a minor na- 
ture, designed to streamline the proce- 
dure and to allow the routine estimation 


modifications which 


of 40 to 50 batches of serum simultane- 
ously. In this laboratory, 30 to 40 By» 
assays are carried out each week.) 

In 300 
scattered 


normal persons, the results 
110 and 1,000 
pugm./ml. (figure I). Over 90 per cent 
of the results fell between 180 and 700 


ppgm./ml. with about 5 per cent above 


were between 


and below this figure. These “normals” 
were selected from routine estimations 
after it had been verified that they were 
not suffering from any of the conditions 
which are known to affect serum vitamin 
B,. levels—gross nutritional deficiencies, 
malabsorption syndromes, gastrectomies, 
the blind loop syndrome, pernicious 
anemia, and subacute combined degen- 
eration of the cord. All these produce 
low levels. Primary liver disease, secon- 
dary hepatic carcinomatosis, and leu- 
kemias are associated with high or very 
high B,, values. 

In 120 verified cases of pernicious ane- 
mia and subacute combined degenera- 
tion, 96 per cent of the serum B,. was 
less than 100 pygm./ml. and all but three 
were below 110 pygm./ml. (figure II.) We 
therefore regard values below 110 as in- 
dicative of vitamin B,, deficiency of some 
110 to 180 
The 
partially treated cases of pernicious ane- 
fall 


within this range, as well as a small num- 


severity. The range from 
ppgm./ml. we call “intermediate.” 
mia and some cases of steatorrhea 
ber of “normal” cases. Interpretation of 
values falling in this group is therefore 
difficult at times. The “high” range—700 
to 1,000 pygm./ml. is equally difficult to 
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TABLE! 


Clinical Material 


nnangane Sor Rejected 
investigation 
Normal 22 Cardiac 12 
Demented 18 Neoplasia 7 
Confused 18 Respiratory 12 
Pernicious anemia 11 Cerebrovascular 10 
Total 69 Total 41 





interpret. This range, again, includes 
some normal cases and some cases with 
liver disease or leukemia. Above 1,000 
pygm./ml. (“very high” range) most of 
the cases show some related pathologic 
abnormality. 


Investigation of Patients Admitted to 
the Geriatric Unit 


This investigation arose out of our in- 
terest in the mental states of patients 
suffering from pernicious anemia and 
subacute combined degeneration of the 
cord. Extending our inquiries, we ex- 
amined patients admitted to the Geri- 
atric Unit suffering from senile dementia 
and confusional states without any obvi- 
ous organic basis. As a control group, we 
took elderly patients who were conva- 
lescing or who were admitted to the unit 
for social reasons. This last group was 
included to provide data for comparison 
as regards age, diet, and general condi- 
tion both now and in a planned follow- 
up study. Patients with pernicious ane- 
mia and subacute combined degenera- 
tion acted as a “negative” control group. 


Results 


In a series of 110 patients admitted con- 
secutively, 69 were found suitable for 
investigation. Forty-one patients with 
cardiac, respiratory, neoplastic, and cere- 
conditions excluded 


brovascular were 


GERIATRICS, JUNE 1959 








TABLE 2 


Serum Vitamin B,, Levels in 69 Geriatric Patients* 


















































a . P.A. and 
Bio upugm./ml. Normal Dementia Confused 5.A.C.D.+ 
Over 1000 “very high” 1 0 0 
700-1000 “high” 0 0 0 
180-700 “normal” 21 8 12 0 
110-180 “intermediate” 0 8 1 
0-110 “low” fe) 2 7 
*Pernicious anemia and subacute combined degeneration. 
+Three cases of pernicious anemia had been given treatment before Biz estimations were 
carried out and were omitted from table 2. They showed intermediate values. 
TABLE 3 
Vitamin B,. Values Distributed According to Age and Levels 
Bis in wugm./ml, -19 -29 -39 -49 -59 -69 -79 -89 90+ | Total 
“very high” 
over 1000 0 0 1 0 0 .e) 0 0 0) ] 
“high” 
700-1000 1 ] 1 2 0 te) Zz 3 0 10 
“normal” 
180-700 2 13 18 29 38 45 40 16 1 202 
“intermediate” 
110-180 0 ] ] 2 1 4 2 1 0 12 
“low”! 
0-110 0 0 0 0 0 0 0 0 0 0 
Number of cases 3 15 21 33 39 49 44 20 1 225 
Mean Bie zugm./ml. 434 310 416 415 358 340 350 398 - 368 
Age Weight Standard 
(years) (kg.) deviation 
TABLE 4 
Normal 82.0 54 2.8 
Mean Age and Confused 76.0 50.5 3.2 
Weight of 69 Demented 80.9 52.5 4.8 
Geriatric Patients 
Pernicious 
anemia 74.6 57.2 2.2 
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FIGURE |. Normal Range of Serum B,» in 300 Cases 
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(table 1). There remained 22 subjects 
who were mentally and physically nor- 
mal for their age, 18 with senile dementia, 
and 18 confused patients in whom no 
organic basis for confusion could be 
found. 

The designations normal, demented, 
or confused were made after clinical as- 
sessment. The vitamin B,» levels are set 
out in table 2, and the scattergram is 
shown in figure III. 

Table 2 shows that there is, in both 
demented and confused patients, a larg- 
er proportion with intermediate values 
than was found in the unselected group 
(figure I). In the latter, only 5 per cent 
of 300 cases had values falling in this 
range, while in the present series, in 
which rigid examination had shown no 
abnormality, no intermediate values were 
found among the normal subjects. In 
addition, we regard as significant the 
finding oi 2 cases with senile dementia 
and low By» values. In both of these pa- 
tients, whose B,. values were 9 and 70 
ppgm./ml. respectively, erythropoiesis was 
normoblastic in the sternal marrow and 
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the hemoglobin levels were 12.4 and 14.4 
gm.; one had histamine-fast achlorhydria 
and the other secreted free acid. The 
means were: for the 22 normal elderly 
people, 368 pyugm./ml.; for the demented, 
206 pygm./ml. (p=0.05); for the con- 
fused, 335.6 pygm./ml. (not statistically 
significant) ; and for the patients with 
pernicious anemia and subacute com- 
bined degeneration, 83.3 pugm./ml. (p= 
0.001) . 


Age and Vitamin B,». 


Before one can accept as a certainty that 
a group of senile dementias and confu- 
sional states is related to an associated 
By» deficiency, all other possibilities must 
be ruled out. As far as possible, the meth- 
od of selection has excluded other dis- 
eases as a cause Of By. deficiency. There 
remains the possibility that a low By» 
level could be a function of age. There 
is also the likelihood of nutritional defi- 
ciency by virtue of the mental states of 
the group of patients under discussion. 

There have been reports of an “age- 
wise decline” of vitamin By» levels by 
Draper,* Gaffney,® and Chow® and their 
respective co-workers. All of these au- 
thors have used Lactobacillus leichmanii 
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as the test organism in their biologic 
assays. In general, they have found con- 
siderable variation at all age levels, 
though on the whole serum levels tended 
to fall with advance in age. Our investi- 
gations do not bear this out. Attention 
has already been drawn to the age distri- 
bution in a large series of cases. In 225 
cases in which the age was known, the 
B,» level showed no significant variation 
with advancing age (figure II and table 
3). In particular, no intermediate or 
low values were found in the more high- 
ly selected though normal group of table 
3. (The scattergram is shown in figure 
IV.) We can conclude that the body is 
capable of maintaining its vitamin By,» 
level. This is important, for, in the 69 
patients in this investigation, ages ranged 
irom 68 to 97 with a mean age of 82 
(table 4). 


Nutrition and Vitamin B,. 


We next considered how far nutritional 
differences could have influenced vita- 
min By,» levels. Animal studies by Boss- 
hardt and associates? and Haw and co- 
workers® demonstrated that the B,. level 
is susceptible to dietary composition. In 
man, it seems that only extreme dietary 
deficiencies will lead to depletion of the 
body stores of vitamin B,, of sufficient 
magnitude to give rise to a megaloblastic 
anemia. Wokes, Badenoch, and Sinclair® 
found that vegetarians who allow them- 
selves milk and eggs suffer no manifest 
ill effects from their diets, and their vita- 
min B,, levels remain normal. However, 
true vegetarians, who do not eat animal 
protein of any kind, sometimes, though 
not always, develop signs of By». defi- 
ciency as well as other manifestations of 
malnutrition. Wokes and associates did 
not find any evidence of megaloblastosis 
in vegetarians, though Dewijn!® found 
a tendency to low blood counts and 
macrocytosis. Wokes stresses the ex- 
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tremely slow fall of vitamin By,» level in 
vegetarians, which reaches its lowest 
point after about seven years, rises again 
slightly, and afterward becomes estab- 
lished at a low level. If vegetarians who 
abstain from animal protein eat large 
amounts of leaf vegetables, they might 
get acute B,, deficiency through excess 
intake of folic acid, as reported by Low- 
ther.1! It is known that By, deficiency 
states develop subacute combined degen- 
eration when treated with folic acid. In 
these cases, gross neurologic symptoms 
would have become apparent, but none 
was exhibited by our patients. 

The weights of the demented and con- 
fused subjects (table 4) militated against 
the assumption of gross nutritional de- 
ficiencies, particularly as there was no 
water retention. The latter may, how- 
ever, play a part in cases of frank pernici- 
ous anemia. The rather low weights of 
the normal subjects accord well with the 
finding of Hobson and Pemberton,” who, 
in a much larger sample of the elderly 
population, found mean weights of 56 
kg. in this age group. There is no cor- 
relation between weight and the mental 
state in the elderly. 

Taverner, Dossett, and Stamp!* used 
achlorhydria as a screening test in 80 
psychiatric patients. Those with achlor- 
hydria had their vitamin By» levels esti- 
mated. No clinical selection was_ prac- 
ticed on their material. They did not 
discover any correlation between achlor- 
hydria, B,, level, and mental illness. They 
did, however, find 5 patients with low 
vitamin By,» levels, one who was in the 
intermediary range and two who had 
true Addison’s anemia. 

So far, we have not been able to dem- 
onstrate faulty absorption of vitamin B,» 
in our demented patients, nor have we 
any data on the possible detoxication of 
cyanide, which has been shown by Lums- 
den'* to cause demyelination, Vitamin 
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Bi. might possibly detoxicate cyanide 
as hydroxocobalamin. However, so far 
we have not measured the thiocyanate 
excretion of our patients and we cannot 
give a completely satisfactory explana- 
tion of our findings. 

At the moment, we are watching this 
group with frequent assays of By. Most 
of them have remained constant. So far, 
we have not observed alterations in the 
bone marrow in the direction of mega- 
loblastosis. In 1 patient who died, there 
was a rapid antemortem fall of B,. from 
131 to 70 pugm./ml. from two weeks to 
three days before death. Autopsy showed 
general atrophy of the stomach but no 
evidence of megaloblastic marrow. 


The 11 patients suffering from Addi- 
son’s anemia were fully treated, and the 
blood picture returned to normal. Un- 
fortunately, the confusion in three and 
the dementia in one remained uninflu- 
enced by massive By. therapy and return 
of the blood picture to normal. 

The microbiologic assay of serum vita- 
min By». should allow early recognition 
of By». deficiency and earlier treatment. 
Whether vitamin B,. therapy will in- 
fluence the course of senile dementia 
will have to be determined with a much 
larger series of patients under strictly 
controlled conditions. 


From the Geriatric Unit and the Department of 
Pathology, St. James’s Hospital, Leeds, England. 
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STAMP: Per- 


VISCOSITY OF SPUTUM in chronic bronchitis patients is reduced by in- 


suffation into the peripheral bronchial tree of powdered desoxyri- 
bonuclease (D.N.P.-ase) and chymotrypsin. Thirty-six inpatients were 
treated with three capsules a day, each containing 5 mg. D.N.P.-ase and 


5 mg. chymotrypsin diluted with lactose. Objective evidence of reduced 
sputum viscosity was obtained in nearly all patients during treatment, 
while 67 per cent of the patients considered the treatment helpful. 


W. ROBINSON, P. B. WOOLLEY, R. E. C. 
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Occurrence 
of bacterial 
endocarditis 

in older 
individuals 
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Bacterial endocarditis in the older 
age groups is more frequent than 
previously reported. Seven of the 
21 patients in the present study 
were over age 60 and responded to 
therapy as satisfactorily as did the 
younger patients. The pertinent 
literature referable to this a 


j ge group 


is reviewed. 
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MM Although the age incidence of bac- 
terial endocarditis is well known from 
many classic reviews of the subject, there 
has been recent interest in the increasing 
occurrence of this disease in older in- 
dividuals. In 1955, Wallach and associates 
reviewed the pertinent literature on bac- 
terial endocarditis in the aged and com- 
mented that its occurrence in later life 
was scarcely mentioned.! Kerr devoted a 
section of his recent monograph to dis- 
cussion of the incidence and manifesta- 
tions of endocarditis in the elderly.2 How- 
ever, since most articles on this subject 
date from before the antibiotic era or 
are concerned with autopsy material, it 
was thought a current clinical report 
might be appropriate. 

The present communication is an out- 
growth of an analysis of the cases of bac- 
terial endocarditis which were seen in a 
general hospital since penicillin has been 
available for therapy. An interesting fea- 
ture of this study was that, although the 
number of patients observed was small, 
one-third were over 60 years of age. 


Materials Studied 


During the period 1945 to 1958, 21 pa- 
tients were treated for bacterial endo- 
carditis at The Central Dispensary and 
Emergency Hospital, Washington, D.C. 
This hospital which has now been in- 
corporated in the recently constructed 
Washington Hospital Center, served the 
metropolitan area of the District of Co- 
lumbia and had a capacity of 300 adult 
patients. 

The diagnosis of endocarditis was es- 
tablished by history, evidence of valvular 
heart disease, and other confirmatory phy- 
sical findings, as well as the clinical course 
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and positive blood cultures. Sensitivity 
to various antimicrobial agents was de- 
termined on the bacteria isolated. 

The type of treatment which the pa- 
tients received was determined by the 
physician in charge. 

The ages of the 21 patients at onset of 
infection ranged from 28 to 75 years. Six 
patients were below the age of 40, 8 were 
between 40 and 59 years of age, and 7 
patients were over the age of 60. There 
were 12 women and 9 men patients; two 
patients, both under 60, were Negroes. 

Twelve patients had Streptococcus viri- 
dans as the infecting organism, three 
staphylococci, two enterococci, one pro- 
teus, one pneumococcus, and two were in 
a bacteria-free phase. Sixteen patients 
had a satisfactory response to treatment, 
a cure rate of 76 per cent. 

For the purpose of this communication 
we shall concern ourselves only with the 
patients more than 60 years of age. 


Case Analysis of Elderly Patients 


Seven patients, or one-third of the entire 
group, were over 60; 4 of these were 
treated by the authors (cases 3, 4, 5, and 
7). Six patients had the onset of their 
infection during the seventh decade and 
one in the eighth decade. There were 4 
women and 3 men. Five patients were 
cured, and, of these, 2 had reinfections 
and were successfully treated. Two pa- 
tients died during treatment. Five pa- 
tients had Streptococcus viridans as the 
infecting organism; one, a Staphylococcus 
albus infection; and one, an enterococcus 
bacteremia. In 4 patients, the underlying 
heart disease was rheumatic, while 3 had 
arteriosclerotic heart disease. 

The duration of symptoms prior to 
treatment, sensitivity of infecting bac- 
teria, antibiotics used, and duration of 
treatment and follow-up are listed in 
the table. 

As stated previously, the antibiotic 
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which the patients received was deter- 
mined individually by the physician in 
charge. All patients received penicillin 
in what was considered to be adequate 
dosage at the time of treatment. Com- 
binations of antibiotics were given ac- 
cording to individual preference. Other 
therapy included blood transfusions, vi- 
tamins, high calorie diet, and specific 
supportive measures as indicated. 

The 2 patients who succumbed to 
their infection did so during their initial 
hospitalization. In case 1, the patient had 
evidence of cardiac decompensation be- 
fore hospitalization and had an infecting 
organism resistant to penicillin and the 
other antibiotics used during treatment. 
In case 4, the patient had a history of 
rheumatic heart disease and died sudden- 
ly before bacteriologic studies had been 
completed; after death, blood cultures 
were reported positive for hemolytic 
Staphylococcus albus and evidence of a 
ruptured aortic cusp and vegetations 
were found at autopsy. 

The 5 patients who were cured are 
living with a generally good cardiac sta- 
tus. In case 2, the patient has no cardiac 
symptoms and recently withstood a trans- 
abdominal polypectomy of the sigmoid 
colon. The only living male in this study, 
case 3, is well and active and has no evi- 
dence of cardiac decompensation. The 
woman in case 5 had been digitalized 
before onset of her infection, but she is 
at present well compensated and on 
average maintenance digitalis therapy; 
six months ago she withstood an ab- 
dominoperineal excision of the rectum, 
panhysterectomy, and partial vaginecto- 
my for adenocarcinoma of the rectum 
without any cardiac complications. The 
patient in case 6, who received the small- 
est total dosage of penicillin (21.8 mil- 
lion units during fifty-eight days in 1947) 
in this series, is still living eleven years 
after onset of her infection, but has had 
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evidence of moderate congestive failure 
for the past two and one-half years. ‘The 
oldest patient, case 7, is active and well, 
having survived an open reduction and 
fixation for a fractured hip two years 
after her infection was cured; she has no 
cardiac symptoms. The follow-up period 
ranges from thirty-seven months to more 
than eleven years. 

Two patients had reinfections with 
the same type of microorganism as 
that originally isolated from their blood 
streams. The patient in case 2 was suc- 
cessfully retreated with ristocetin twenty 
months after her initial infection; at the 
time of transabdominal polypectomy of 
the sigmoid colon, she also received ris- 
tocetin prophylactically. In case 5, the 
patient had a reinfection thirteen months 
after initial treatment and was success- 
fully retreated elsewhere with penicillin 
and erythromycin. Shortly after her orig- 
inal cure, this patient was given peni- 
cillin prophylactically for complete den- 
tal extractions, without incident; she also 
received prophylactic penicillin and 
streptomycin during her rectal and _pel- 
vic surgery for adenocarcinoma of the 
rectum with widespread metastases. At 
the time of surgery for her fractured hip, 
the patient of case 7 received prophylac- 
tic penicillin without any bacterial com- 
plications. 


Discussion 


The peak incidence of bacterial endo- 
carditis is most commonly quoted as 
occurring during the third and fourth 
decades. Since this paper is concerned 
with patients over 60, it is of some in- 
terest to note the incidence of all types 
of bacterial endocarditis in this age group 
in some selected large series observed 
clinically. Kelson and White had 10 per- 
sons over 60 in their series of 250 pa- 
tients, or an incidence of 4 per cent.? 
Seabury reviewed his experience with 
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Clinical and Laboratory 
Data on 7 Patients 
over 60 with 

Bacterial 

Endocarditis 


165 patients and found an incidence of 
5.2 per cent of patients over 60.4 Of 408 
patients in the early penicillin treatment 
study of Cates and Christie, there were 
14 over age 60, or 3.4 per cent.® 

No attempt has been made to review 
the recent literature dealing with the re- 
sults of antibiotic therapy of bacterial 
endocarditis. Suffice it to say that most 
reports usually reveal no cases, or very 
few, in persons over 60. However, a few 
reports have had a good percentage of 
patients in the over-60 group. For ex- 
ample, Geraci and Martin® and Geraci,” 8 
in their combined experience with the 
short-term treatment of 82 patients with 
penicillin-sensitive bacterial endocarditis, 
had 20 patients who were over 60, or an 
incidence of 24 per cent. In 1954, Geraci 
and Martin reported that, in ten years of 
experience of treating patients with en- 
terococcal endocarditis, 14 of the 33 pa- 
tients treated were over 60, or an in- 
cidence of 42 per cent.® Geraci’s further 
experience with the treatment of en- 
terococcal bacteremia has increased to 46 
patients, of whom 50 per cent are over 
60.8 Bunn and Cook reported that 17 of 
48 patients treated for endocarditis were 
over 60, an incidence of 35 per cent.?° In 
our study, 7 of the 21 patients were over 
60, or an incidence of 33 per cent. It 
should be mentioned that most of the 
percentages cited are from reports which 
have few or no pediatric patients in their 
statistics. 
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Case, 
sex, an 
age 


Case 1 
M, 61 


Case 2 
F, 61 


Case 3 
M, 62 


Case 4 
M, 65 


Case 6. 
F, 66 


Case 7, 
75 
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Dura- 
tion of ie aii 
Case, Type of symp- Organ- Sensitivity Antibiotic Follow- 
4 . used and ‘ 
sex, and | heart di- toms ism to duration up since Result and comment 
age sease* —= isolated penicillin of therapy treatment 
therapy 
| 
Case 1, | AHD; MR, 2 Str. Resistant Penicillin Death. Admitted with congestive 
M, 61 MS months viri- Aureomycin heart failure. Progressive down- 
dans 56 days hill course. 
Case 2, | AHD; MR 3 Entero- | Resistant Penicillin 4) Cured. Reinfection twenty 
F, 61 weeks coccus | Strepto- months months after initial therapy. 
| mycin Successfully retreated with ris- 
| 52 days tocetin. Transabdominal sigmoid 
| } polypectomy one year ago. At 
| | present active and well. No car- 
| diac symptoms. 
| 
| 
; 
Case 3, | RHD; MR, 2 Str. Sensitive Penicillin 40 Cured. Infection followed pros- 
M, 62 MS, AR, months viri- Erythro- months tatectomy. At present active 
AS dans | mycin and well. No cardiac symptoms. 
| | | Strepto- 
} mycin 
54 days 
| | 
Case 4, | RHD; MR, | 2 S. albus Not done Penicillin | -- Death. Autopsy revealed rup- 
M,65 | MS, AR days (hemo- 7 days | tured aortic cusp and vegeta- 
| | lytic) | tions. 
| | | | 
; | 
| | | | 
Case 5, | RHD; MR, | 2 Str. | Sensitive | Penicillin 37 Cured. Reinfection and emboli 
F, 65 MS, AR, | weeks viri- | 42 days | months thirteen months after initial 
| AS | | dans | | | therapy; successfully retreated 
| | | | with penicillin and erythromycin. 
| | | Six months ago, rectal biopsy 
reported as adenocarcinoma; 
i | subsequently had excision of rec- 
| } | tum, panhysterectomy, partial 
| | vaginectomy. At present active 
and about with permanent co- 
| | lostomy. Digitalized; minimal 
, | | | | | cardiac symptoms. 
| | | 
| | | | 
| | | 
Case 6, | RHD; MR, | 2 Str. Sensitive Penicillin 138 Cured. Living, but in mild con- 
F, 66 MS | weeks | viri- 58 days months gestive failure for past two and 
| dans | one-half years. 
| | 
| 
| | 
> | | 
Case 7, | AHD; AS 2 Str. Sensitive Penicillin 49 Cured. Two years after infect:on 
F,75 | | weeks viri- Strepto- months had open reduction and fixation 
| | | dans mycin of fractured hip. At present ac- 
} | 43 days tive and well. No cardiac sym- 
| toms. 
| | 
| | } 
| | | | 
; “Abbreviations: AHD, arteriosclerotic heart disease; RHD, rheumatic heart disease; 


AR, aortic regurgitation; AS, aortic stenosis; MR, mitral regurgitation; 
MS, mitral stenosis. 
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bacterial endocarditis 


in older individuals 


An analysis of the incidence of endo- 
carditis in persons over 60 according to 
the specific infecting organism is of in- 
terest. Dowling and co-workers reported 
that, in cases of staphylococcus endocar- 
ditis collected from the literature, 7 per 
cent of patients were over 60.11 Christian, 
in his analysis of 150 cases of Strepto- 
coccus viridans endocarditis, had 19 pa- 
tients over 60, or an incidence of 12 per 
cent.!2 A recent review of the literature 
on pneumococcal endocarditis by Rueg- 
segger revealed that 13.5 per cent of cases 
occurred in the over-60 age group—that 
is, 53 of 391 patients. As previously stated, 
Geraci reported 46 cases of enterococcus 
endocarditis, of which 23, or 50 per cent, 
were in persons over 60, with 5 over age 
70.8:9 The incidence of infection with 
the less common bacteria does not allow 
for statistical analysis. 

If the age distribution of endocarditis 
is considered on an etiologic basis, it 
would appear from these references that 
enterococcus endocarditis is the most 
common in the older age groups. How- 
ever, this may be somewhat misleading, 
since this specific type of endocarditis is 
most commonly a complication of uro- 
logic and other forms of surgery. This is 
evident from the report of Geraci and 
associates, in which 20 of 46 patients 
with enterococcal endocarditis had pre- 
ceding urologic surgery.*: ® The only post- 
operative infection in our group (case 
3), however, was due to Streptococcus 
viridans, and followed prostatectomy. 
The role of the pneumococcus as a cause 
of endocarditis in older persons is of in- 
while 


se 


terest; Ruegsegger states that 
classical pneumococcal pneumonia may 
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aflect people of all ages, endocarditis is 
primarily a complication affecting pa- 
tients of middle age and older.’’!% 

We shall not attempt to discuss the 
therapy of bacterial endocarditis in the 
elderly more than to say that these older 
patients did not seem to present any 
different problems than those encoun- 
tered in the younger age groups. The 
two deaths in this series were directly 
related to problems of therapy; this sub- 
ject has been well reviewed by Finland 
and Geraci.§ 

Reports on the long-term follow-up of 
healed bacterial endocarditis are relative- 
ly few, and these have little information 
concerning patients in the older age 
groups. According to Mendelson, the 
only one of 17 patients who was in the 
60-year age group was followed for 
thirty-nine months.!® In a series of 26 
patients given follow-up study, Pillsbury 
and Fiese had 3 patients over 60; only 
one of these was cured and adequately 
followed for forty-seven months.'6 Of 
the 17 patients in Hall’s recent report, 
there was none over 60.17 

From the available literature on long- 
term follow-up of healed bacterial endo- 
carditis, it is hard to formulate any defi- 
nite ideas regarding prognosis in the old- 
er age groups. One author states, ““The 
age at the time of infection also appears 
to affect the prognosis, the younger pa- 
tients having a more favorable outlook.” 
The follow-up of the patients in this 
report would seem to indicate that, even 
with onset of endocarditis late in life, 
there may be a relatively normal life ex- 
pectancy if a cure has been accomplished. 
Two patients, case 3 and case 5, have evi- 
dence of aortic regurgitation and to date 
have done quite well; whether this lesion 
is as serious a prognostic sign as that 
in other follow-up series will have to 
await further observation in this elderly 
group. 
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Although it is generally accepted that 
rheumatic heart disease is the most com- 
mon preceding type of abnormality in 
infective endocarditis in the younger 
age groups, its role in the elderly is not 
so firmly established. Several reports 
have documented the role of arterio- 
sclerosis, both pure and mixed as a pre- 
disposing factor in the endocarditis of 
the aged.!820,1 Three cases in our 
series would fall into the category of ar- 
teriosclerotic heart disease and would 
seem to confirm the observations of those 
workers previously cited. This appears 
to be consistent with the theory that 
endocarditis may occur on any altered 
surface regardless of type of preceding 
pathology. Although the long-term fol- 
low-up reports are not concerned with 
patients with arteriosclerotic heart di- 
sease as a predisposing entity, surveys 
using autopsy material, particularly in 
the geriatric groups, as well as some 
other reports! do speak of arteriosclerotic 
heart disease as a preceding basis for in- 
fection. Geraci and Martin emphasize 
the occurrence of infection of normal 
valves when enterococci are the infecting 
agents.? 

The diagnosis of endocarditis in older 
persons presents the same problems as 
diagnosis at any other age. Probably the 
diagnostic advice most often repeated is 
to have a high index of suspicion; the 
need for early and accurate bacteriologic 
diagnosis is obvious. The clinical fea- 
tures in the older patient have been well 


described elsewhere.2!: 18 

The changing patterns of disease with 
the increased longevity of the population 
might lead one to anticipate a greater 
incidence of endocarditis in the geriatric 
groups. Anderson and Staffurth. recently 
analyzed the clinical features of sub- 
acute bacterial endocarditis in 14 pa- 
tients over 60—an incidence of 18.5 per 
cent of 76 cases—observed in a London 
hospital from 1946 to 1954.?? Similarly, 
Wedgwood noted 17 per cent of his series 
of endocarditis patients to be over age 
60, with 10 of them among the 26 pa- 
tients admitted since 1949. He states, 
“The disease is not rare in elderly pa- 
tients, in whom it appears to be becom- 
ing more common.’’?3 

Occurrence of bacterial endocarditis 
after the age of 60 does not seem to be 
inconsistent with living a normal life 
span, which is not necessarily compli- 
cated by cardiac disability. Patients in 
this age group may withstand surgical 
procedures but should be adequately 
protected with antibiotics. Reinfections 
may be adequately treated and do not 
necessarily indicate a hopeless prognosis. 
The role of arteriosclerotic heart disease 
is probably a more common basis for 
endocardial infection than has been pre- 
viously thought. 
From the Department of Medicine, Washington 
Hospital Center. The authors wish to express 
their gratitude to Worth B. Daniels, M.D., and 
to Frederick D. Chapman, M.D., for permission 


to analyze the records of cases 2 and 6, respec- 
tively. 
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MORE THAN 90 PER CENT Of elderly primiparas (age 36 and over) may expect 


a normal living child, but they need extra prenatal care, with special atten- 


tion to controlling toxemias. The results of a comparative study made of 


668 older primiparas and an equal number of younger primiparas (15 to 25 


years of age) indicate that caesarean sections should be used more freely in 


the older mothers and that trial labor should not be assessed by the same 


standards as for younger women. Difficult vaginal deliveries must be con- 


sidered a grave risk and much understanding may be necessary in dealing 


A comparison of elderly and young primiparas. 
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Mi In aging man, hearing and vision 
with their attendant decreased sensitivi- 
ties and clinical pathologies have re- 
ceived by far the greatest investigation 
of the sensory processes. Loss of taste or 
smell in man is far less important than 
in some other animal species, although 
complaints of taste disturbance and lack 
of taste are quite frequent among aged 
persons. Investigation of nutritional sta- 
tus and dietary habits in a group of medi- 
cal clinic outpatients over 65 provided 
the stimulus to further study of taste per- 
ceptions in man. 

Factors found to affect taste sensitivity 
include mechanical penetrability of the 
taste buds, specialization of taste cells, 
temperature of, and adaptation to the 
stimulant, and internal factors, such as 
chemical levels in the body fluids. Taste 
buds change in number and distribution 
with change in age, more buds being 
found on the dorsal surface of the tongue 
in children. Arey and associates reported 
a decrease in the number of taste buds 
with increasing age.’ Using a microscopic 
counting technic on material taken from 
fresh cadavers, they found the mean 
number of buds per papilla to be 206 in 
young and middle-aged adults as com- 
pared to 88 in a group whose ages ranged 
from 74 to 85. He suggested halving the 
figure in the aged group to give a more 
valid estimate considering the presence 
of atrophied buds; this amounts to about 
an 80 per cent loss in number of buds. 
An earlier study cited by Arey reported 
a mean of 248 buds per papilla in chil- 
dren, essentially the same as reported 
for adults, showing that the number re- 
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Taste sensitivity was examined in 
three age groups. Except for a few 
cases of severe taste impairment, 
older persons do not differ signifi- 
cantly from younger ones. Anatom- 
ic changes do not appear to account 
for many food and taste complaints 
common in older persons. 


Taste 
sensitivity 
in aging 
persons 


EUGENE BYRD, Ph.D., and 
SAMUEL GERTMAN, M.D. 
MIAMI 


Both authors serve on the staff of the 
Division of Gerontology at the University 
of Miami School of Medicine, +GENE BYRD 
as research director and SAMUEL GERTMAN 
as director of the division. 


381 











taste sensitivity 


mains fairly constant until the later dec- 
ades of life. Richter and Campbell re- 
ported higher thresholds for sugar in a 
group of older people and suggested the 
decrease in number of taste buds as a 
possible cause.? Little further investiga- 
tion has been reported on this subject. 
There is considerable evidence to es- 
tablish the four basic taste qualities as 
sour, salty, sweet, and bitter, but the 
exact chemical properties of the stimu- 
lanits and neurologic responses of the 
receptors are still not well enough de- 
fined to fully account for the qualities, 
particularly in the cases of sweetness 
and _ bitterness.*:}*+ It would therefore be 
interesting to investigate the possibility 
of differential aging of specific taste 
qualities while determining if taste per- 
ception in general shows a loss with in- 


ve, 


creasing ag 


Material and Methods 


Three groups of 20 persons each, with 
age ranges of 18 to 25, 60 to 70, and 80 
to 90, were compared for their sensitivity 
to the four basic taste qualities. The 
younger groups were college student vol- 


unteers, and the older subjects were ran- 


domly selected outpatients from a_ hos- 
pital clinic. Each group was composed 
of an approximately equal number of 
each sex. 

Taste sensitivity was determined fol- 
lowing the method of Boérnstein.® Con- 
centrations used were similar and are 
presented in table 1. Two drops of the 
mild concentration were placed on the 
outstretched tongue in the area of great- 
est known sensitivity of each quality, 
such as the tip of the tongue for sweet- 
ness. Both sides of the tongue were ex- 
amined to detect the possibility of corti- 
cal lesions. ‘The subject was asked to in- 
dicate the taste he perceived, if any, by 
pointing on a card bearing the words 
“Sweet—Salty—Sour—Bitter.” 
were tested in random order with at least 


Solutions 


thirty-second intervals between trials, 
during which time the mouth was rinsed 
with tap water. All subjects were able to 
read the chart. Concentrations were in- 
creased until sensitivity was established. 
In cases of doubtful response or suspect- 
ed guessing, distilled water was given as 
a test and the specific sensitivity ex- 
amined again in random order with the 
other solutions. 


Results 


No differences in sensitivity were found 
between sides of the tongue in any of 
the subjects in the two younger groups. 




















MILD MODERATE STRONG 

Sucrose 4.0 gm. 10.0 gm. 40.0 gm. TABLE 1 
_ Concentrations of 
Sodium chloride 2.55. gm 7.5 gm. 15.0 gm. 
Testing Solution 
Citric acid 1.0 gm. 5.0 gm. 10.0 gm. Giramc per 100 cc. H:O 
Quinine 0.075 0.5 1.0 
monohydrochloride oa. cae se Le 
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TABLE 2 AGE GROUP** 
SALTY SOUR SWEET BITTER 
Comparison of 
Age Groups to 18-25 years 18 17 19 20 
Taste Perception 
Four basic taste qualities 60-70 years 12 15 16 18 
at mild concentrations 
of solutions 
80-90 years 13 13 15 16 





*Number per group = 20 


In the older groups, only one patient, 
aged 82, showed consistent impairment 
of taste (for sugar) on ‘one side of the 
tongue only. He was able to identify 
sweetness at all levels of concentration 
on the left side of his tongue but did not 
even taste the highest concentration on 
the right side. This was the only incident 
that might indicate unilateral cortical 
pathology as suggested by Bérnstein.® 

Table 2 shows the number of persons 
sensitive to the taste qualities at the low- 
est concentrations. A test of Chi square 
for differences between groups yielded 
probabilities greater than the .05 level of 
confidence. Although there were no sta- 
tistically significant differences between 
any of the groups for the four taste quali- 
ties, the frequencies are consistently low- 
er for the older age groups. 


Several incidents of failure to taste the 
highest concentrations were noted for 
each quality in the older age groups, 
while all the younger persons were able 
to identify the qualities within the levels 
of concentrations used. 

The incidence of severe impairment 
is presented in table 3. 


Discussion 


Bilateral taste examination of 60 per- 
sons between the ages of 18 and 96 re- 
vealed only one incident of unilateral 
hypogeusia, this being an 82-year-old male 
who exhibited other signs of neuro- 
pathology upon medical examination. 
The several incidents of bilateral hypo- 
geusia occurred mainly in the oldest per- 
sons, but the nature of this study does 
not enable one to establish the anatomic 





Incidence of Hypogeusia 














AGE GROUP* 
TABLE 3 
SALTY SOUR SWEET BITTER 

Comparison of Severe en poe ‘ ‘ ‘ . 

Taste Impairment 
in 60-70 years 2 1 0 0 

Basic taste qualities 

in various age groups 
80-90 years 5 2 2 1 





“Number per group = 20 
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or physiologic basis for this finding. 
Whether this is due to loss of taste buds, 
neural lesions, or other factors remains 
to be established. Since this condition is 
known to occur at various age levels, it 
is highly unlikely that a decrease in taste 
buds is responsible. It appears that a 
good portion of the differences between 
groups in the frequencies of positive 
identification of the mild concentrations 
may be accounted for by cases of hypo- 
geusia. It may well be that the elevated 
thresholds for groups of older persons, 
as indicated by an average, may be due 
to the extremely high thresholds of a 
few individuals in the group. If it is as- 
sumed that all or most of the persons in 
the oldest age group did not differ signifi- 
cantly in regard to number of taste buds 
and that the number of taste buds does 
decline with age, as reported by Arey, 
then this study presents little evidence of 
a general decrease in sensitivity with age. 

Although supraliminal concentrations 
were used in this study, they were not 
grossly so, especially considering the drop 
method of taste testing. It would appear 
that, even with a decrease in taste buds, 
the remaining functional buds would re- 
spond in an “all or none” manner and 
provide stimulation to the central nerv- 
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ous system enabling accurate perception. 
The effect of loss of buds on absolute 
thresholds needs further examination. 

On the basis of the solutions used, the 
pattern of sensitivity appears essentially 
the same for each taste quality, with only 
the suggestion that there may be a dil- 
ferential loss of taste for salt (table 3). 
Confusion of taste qualities occurred 
most frequently between salty and sour 
in the weak solutions. This is a common 
finding, the basis for which is still not 
clearly established.':4 Since most tastes 
encountered in food are combinations of 
the four basic qualities, it is highly im- 
probable that food complaints found fre- 
quently among the aged are based on 
sensory impairments of taste. Cohen and 
Gitman,® who studied taste perception 
in a geriatric setting, also failed to find 
food complaints related to taste percep- 
tion. Problems of environmental adjust- 
ment and the patient’s attitudes toward 
self, as well as the possibility of hypo- 
geusia, should be carefully explored when 
older persons complain of loss of taste 
and appetite. 


1 modified report of this study was read before 
the Eleventh Annual Meeting of the Gerontolog- 
ical Society, Inc., Section of Biological Sciences, 


November 8, 1958, Philadelphia. 
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Diplopia, or double vision, is most 
commonly the result of sudden loss of 
coordination between the two eyes. The 
diagnosis is easily made by having the 
patient close first one eye and then the 
other. If the diplopia disappears on clos- 
ing either eye, then obviously it is caused 
by using both eyes together and its pres- 
ence indicates the loss of proper coordi- 
nation. In rare instances, diplopia may 
still be present with one or the other eye 
closed. If this occurs, the condition is 
monocular and the result of incipient 
cataracts or other opacities of the media. 


Diagnosis 


Binocular diplopia, with which we are 
concerned here, may be of two types. In 
the first, the patient perceives two differ- 
ent objects simultaneously occupying the 
same place; in the second, he perceives 
the same object occupying two apparent- 
ly different points in space at the same 
time. The latter type is by far the most 
common in adults. 

It is not surprising that diplopia of 
sudden onset should cause a sense of 
confusion in the patient, but it is in- 
teresting that he frequently may not 
identify this sense of confusion with 
actually seeing double. He may describe 
his subjective sensations as blurring, or 
as a feeling of unsteadiness, or even as 
vertigo. This failure to recognize double 
vision as such may be because the images, 
instead of being separate and distinct, 
may be overlapped, giving an impression 
of indistinct margins. Diplopia as such 
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Diplopia in a patient past 50 is 
most frequently caused by a sud- 
den paresis or paralysis of the third, 
fourth, or sixth cranial nerve. Sud- 
den occurrence of diplopia at any 
age, but particularly in patients 
over 50, demands complete physical 
examination, blood chemistry deter- 
minations, and neurologic exami- 
nation to determine the cause. 


Diplopia in 
the person 
over 90 
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can usually be easily identified by having 
the patient look at a small light while 
holding a red colored glass in front of 
one eye. He will immediately recognize 
the image from the eye behind the red 
glass as being red and as separate from 
the natural image of the other eye. 

Diplopia usually has a relatively sud- 
den onset when it occurs in patients over 
50 years of age. In order for a patient to 
appreciate diplopia, he must previously 
have had normal binocular vision with 
approximately equal vision. If an eye 
with vision deviates 
either in or out, there may be no diplo- 
pia. 


very poor or no 


Diplopia may occur as the result of 
any displacement of one eye by a local 
lesion, such as a tumor of the orbit, or 
by a fracture of the walls of the orbit, 
direct injury to one or more of the ex- 
traocular muscles, or an inflammatory 
or hemorrhagic lesion. In such instances, 
the cause of the diplopia is obvious. 

When there is double vision without 
any sign of such local involvement, a 
lesion involving the nerve supply of one 
the muscles 
must be suspected. Since the involved 


or several of extraocular 
eye does not coordinate with the sound 
eye, the lesion usually is unilateral, and 
unilaterality indicates a nuclear or in- 
franuclear lesion of the third, fourth, or 
sixth cranial The is not 
supranuclear because, if it were, bilateral 


nerve. lesion 
ocular movement of groups of muscles 
would be involved; the patient would 
not be able to move both eyes in a given 
there would be a _ tonic 
deviation of both eyes synchronously to 
right or left or up or down. In addi- 
tion, supranuclear lesions would seldom 
be so circumscribed as to involve the cen- 


direction, or 


ters for extraocular movement only; if 
so, other signs of a neurologic lesion 
would be present. 

Paralysis of the third, fourth, or sixth 
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cranial has certain rather char- 
acteristic findings when it occurs alone, 
which may be more or less readily rec- 
ognized, depending upon the complete- 
ness of the paralysis. Frequently the 
easiest one to diagnose is sixth nerve pa- 
ralysis. Since this nerve supplies only the 
ipsilateral lateral rectus muscle, there is 
an inability to rotate the globe laterally 
to the affected side. This condition is 
perfectly obvious (figure I). By using 
a red glass in front of either eye, the 
patient readily recognizes double vision 
which increases in the field of action of 
the paralyzed muscle. An important di- 
agnostic point is that there is no vertical 


nerve 


displacement of the two images. For ex- 
ample, if the left lateral rectus is para- 
lyzed, the patient has very little or no 
separation of images when he is looking 
straight ahead, and when he gazes to the 
right there is no diplopia. But when he 
directs his gaze to the left into the field 
of action of the paralyzed muscle, there 
is a horizontal separation of the images 
and the farther to the left he directs his 
gaze, the greater is the separation of the 
images. There is no vertical displacement 
of either image. 

The third cranial nerve supplies the 
elevator muscle of the eyelid, the medial 
rectus, superior rectus, inferior rectus, 
and inferior oblique. Complete paralysis 
of this nerve has a profound effect on the 
motility of the eye involved and, there- 
fore, the diagnosis can be made by in- 
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spection (figure Il). Drooping of the eye- 
lid may be so pronounced that the eye 
may be closed or nearly closed. If this is 
true, the patient may not be aware of 
diplopia until he actually raises his eye- 
lid with his finger. Behind the drooping 
lid the eyebali is rotated down and out, 
resulting in diplopia which is both hori- 
zontal and vertical in almost all fields 
of gaze. In addition, the pupil is dilated 
and vision blurred as the result of paral- 
ysis of accommodation. 

The fourth cranial nerve supplies a 
single muscle, the superior oblique. Pa- 
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FIGURE I. Left lateral rectus paralysis. Note that eyes appear straight on looking 
directly ahead and on looking to the right, but that the left eye does not move 
beyond the midline in looking to the left. 


ralysis of this muscle is more difficult to 
diagnose. There is little or no displace- 
ment of the globe in contrast to the 
third nerve paralysis but, since the su- 
perior oblique muscle has its maximum 
action in rotating the eye down and in, 
there is a lag of the eye looking in this 
direction, although this may not be readi- 
ly apparent on inspection. More impor- 
tant as a diagnostic sign is diplopia on 
looking down and in. This diplopia also 
has a vertical component and, because 
the eye is directed downward and inward 


when reading, it is particularly bother- 





a 


FIGURE Il. Left third nerve paralysis. Left eyelid 
droops and left eye is deviated down and out. 
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diplopia in the 


person over 50) 


some when one is doing close work. 

Although paralysis of a single nerve is 
far more common, it is possible that two 
or, in rare instances, all three nerves sup- 
plying the extraocular muscles may be 
involved. In such cases, the problems of 
diagnosis are considerably more difficult 
for the examiner. 

Once the existence of diplopia is con- 
firmed, it is necessary to decide not only 
which of the three possible nerves is in- 
volved, but also to look carefully for 
other localizing signs. It is impossible to 
tell whether the lesion is nuclear or in- 
franuclear on the basis of diplopia alone. 
Since all three nerves emerge from the 
brainstem fairly far back and have a long 
course along the base of the skull before 
entering the orbit, careful neurologic 
examination is called for. Localizing 
signs may be of some help in establish- 
ing the etiologic diagnosis. 


Etiology 


In a recent study, Rucker could find 
no causative factor in 28.2 per cent of 
1,000 cases.! In the remaining cases, the 
cause was as follows: 

Trauma to the head —16.8 per cent 

Neoplasm —16.5 per cent 
Vascular disease —15.3 per cent 
Aneurysm —10.9 per cent 
Miscellaneous —12.3 per cent 

The diagnosis of vascular disease was 
based on evidence of hypertension or 
arteriosclerosis in the absence of other 
local pathology and, hence, was in some 
sense presumptive. Most of the aneurysms 
were diagnosed on the basis of arteriog- 
raphy, but some were diagnosed on clini- 
cal evidence alone. 
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An additional cause not cited by Ruc- 
ker is diabetic neuropathy.” 

Rucker’s analysis points to the fact 
that any patient past the age of 50 years 
who suddenly exhibits diplopia should 
have a careful physical examination with 
particular emphasis on the cardiovascu- 
lar system. Regardless of whether this 
examination reveals positive findings, 
the patient should also have a complete 
neurologic examination. Finally, routine 
blood chemistry examination should 
be carried out, with particular reference 
to blood sugar since diabetes mellitus 
must be ruled out. 

The clinical course will give much 
information concerning the cause of di- 
plopia. Patients who have suffered trauma 
to the head present no diagnostic prob- 
lem since the history will be of value in 
establishing the diagnosis. These patients 
usually are worse immediately following 
the injury and gradually improve with 
time. The extent of recovery is depend- 
ent upon the severity of the injury. With 
good fortune, the patient may recover 
completely. 

If the diagnosis of intracranial neo- 
plasm has been established, the treat- 
ment is neurosurgical. The degree of re- 
covery will depend upon the extent of 
the neoplasm and the amount of surgical 
trauma necessary for its removal. If di- 
plopia persists beyond the immediate 
post-treatment period, it will almost 
surely be permanent. 

When a patient with diplopia has evi- 
dence of cardiovascular disease, either 
hypertensive or arteriosclerotic, and no 
other cause for the diplopia can be dis- 
covered, this is assumed to be the etiolog- 
ic factor. Treatment is then directed to- 
ward the type of disease which is present. 
In cases of recent, sudden onset, the pa- 
ralysis will usually clear completely or 
partially over a period of several days 
to several months. Any residual paralysis 
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persisting after a period of several months 
is likely to be permanent and should be 
dealt with as such. 

The presence of an aneurysm, when it 
is suspected, can usually be confirmed 
by arteriography. Treatment will depend 
upon the location and size of the aneu- 
rysm. If it is not too large and symptoms 
have not persisted too long, ligation of 
the appropriate vessel may result in com- 
plete or almost complete recovery. 

Diabetic neuropathy may be responsi- 
ble for diplopia occurring in a diabetic 
who has no evidence of vascular disease 
or other possible cause. The diplopia 
may occur as an initial symptom of the 
diabetes, or it may occur in a known 
diabetic patient whose disease is out of 
control. The prognosis is good in these 
cases and the diplopia disappears spon- 
taneously after the diabetes is controlled. 
Occasionally recovery may be delayed 
for several months. In patients who have 
both diabetes and cardiovascular disease, 
in whom it is impossible to decide which 
factor is responsible for the paralysis, 
treatment is directed toward both con- 
ditions. 

In Rucker’s series, the 12 per cent of 
cases included in the miscellaneous group 
were caused by multiple sclerosis, syphi- 
lis, poliomyelitis, and infections of vari- 
ous types. The course of the nerve paral- 
ysis in each instance will depend upon 
the extent of the involvement and the 
amount of destruction of nerve fibers. 
When inflammatory reaction with edema 
is marked but there is no destruction, 
recovery is likely to be complete. 


Treatment 


'reatment of each case of diplopia should 
be aimed at the fundamental cause. The 
degree of recovery will depend upon the 
amount of damage to the nerve fibers 
and may range from return of normal 
function to loss of all function. 
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Immediate relief can be obtained by 
patching one eye or the other, and, in 
certain intractable cases, this may be the 
only form of treatment that is in any 
way successful. Usually the eye with the 
paralyzed muscle or muscles is the one 
which is occluded, but if the vision in 
the paralyzed eye is much better and if 
the paralysis is not too profound, the pa- 
tient may perfer to do his seeing with the 
involved eye, although limitation of mo- 
tion of the seeing eye may cause confu- 
sion. The choice is largely empirical and 
should depend entirely upon the pa- 
tient’s comfort. It certainly does not take 
a specialist to carry out this form of treat- 
ment. 

There are, however, additional forms 
of treatment that should be carried out 
by the ophthalmologist. The simplest of 
these is the use of prisms. Frequently in 
the late stages when there has been par- 
tial spontaneous recovery, prisms can 
be employed with great satisfaction. 
These may be in the form of clip-ons or 
may be incorporated in the patient’s cor- 
rection. The amount of prism and its 
proper placement depend upon a num- 
ber of specialized tests which usually can 
only be done by the ophthalmologist. 

Surgery may be necessary in a few se- 
lected cases. This form of treatment 
should be considered only when the con- 
dition shows no change and when there 
is no longer any prospect of either spon- 
taneous improvement or improvement 
as the result of any specific therapy. Sur- 
gery is of greatest benefit in cases of 
simple lateral rectus paralysis; here trans- 
plantation of slips from other muscles 
has proved effective in partially restor- 
ing abducting action of the globe. In 
cases of complete and permanent third 
nerve paralysis, palliative surgery may 
be attempted but there is little prospect 
of success. If the surgeon is fortunate, 
he may be able to shift the paralyzed 
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eye so that on casual inspection it ap- 
pears straight, but true binocular vision 
is practically never achieved. 

Patients with a fourth nerve paralysis 
(superior oblique muscle) rarely have 
such severe symptoms as to warrant sur- 
gery, but occasionally, when secondary 
contractures occur, offer 


surgery may 


some relief. 
Conclusions 


Diplopia is a disabling symptom which 
may not always be recognized since it 
may manifest itself subjectively as a 
sense of confusion rather than actual 
double vision. 

Diplopia of sudden onset not asso- 
ciated with an obvious cause, such as 
local trauma or inflammation, is the re- 
sult of a single or multiple paralysis of 
the third, fourth, or sixth cranial nerve. 


Sudden occurrence of diplopia at any 
age, but particularly in patients over 50, 
demands complete physical examination, 
blood chemistry determinations, and neu- 
rologic examination to determine the 
cause. 

Recovery may be spontaneous, but 
more frequently some residual symptoms 
may remain in which case prisms, in- 
corporated in the patient’s spectacles, or 
surgery or both may be of benefit. 

The general practitioner, the neurol- 
ogist and the ophthalmologist should 
work in close cooperation to relieve the 
patient of his disabling symptoms. 
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IN CHRONIC DISEASE patients given norethandrolone, cholestasis may develop 


with bile pigment in the liver cells and Kupffer cells and feathery degenera- 


tion of liver cell cytoplasm. Gf 27 patients treated, 4 showed histologic evi- 


dence of cholestasis after administration of the drug, which is usually pre- 


scribed for chronic nutritional depletion. In all 4 patients, serum glutamic 


oxalacetic-transaminase activity increased more than 150 units above normal 


levels, and severe jaundice developed in | patient. Portal inflammation is 


often found both before and after administration of norethandrolone and 


does not seem to be associated with the cholestasis. 


F, SCHAFFNER, H. POPPER, and E. CHESROW: Cholestasis produced by the administration 
of norethandrolone. Am. J. Med. 26: 249-254, 1959. 
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This article describes how the staff 
of a home for the aged, equipped 
with the traditional facilities, can 
meet the problem of alcoholism. It 
gives recommendations for reach- 
ing a solution by marshaling all 
of the communal facilities—the 
home itself, the hospital, the pro- 
fession of psychiatry, social services, 
and the courts—for this purpose. 


Alcoholism 
ina home 
for the aged 


Commentary 
on a case history 


CAPT. WILLIAM C. TWIGG 
STATEN ISLAND, NEW YORK 


, 


WILLIAM C. TWIGG is governor of Sailors 
Snug Harbor, Staten Island, New York. 
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Alcoholism is best thought of, for all 
practical purposes, as one variety of drug 
addiction in which a man drinks one or 
more forms of alcoholic beverage in ex- 
cess, as judged by his particular level of 
tolerance. His saturation point can be 
identified by his behavior. On one side 
of the dividing line, the problem scarce- 
ly exists, except in its influence on a sus- 
ceptible group living closely together 
in an institutional home. On the other 
side, we are confronted with an admin- 
istrative problem of the first order. 

In discussing a home for the aged, we 
refer to an institutional home of varying 
bed capacity and census with provision 
for board, lodging, limited medical care, 
spiritual care if desired, recreation, and 
social activity set up to reinforce a desire 
for living while there is yet time and 
helping to prolong life. It is, in effect, a 
substitute for a man’s own home. It is 
not a substitute for a hospital, although, 
at its best, it benefits from an affiliation 
with one of them. The number of resi- 
dents in the home (or “guests” as they 
are somewhat euphemistically called at 
times, and please note the connotations 
of the term) determines the number of 
problems which the administration must 
solve, since each resident has an individ- 
uality of his own that must be respected. 
In group living, there must be give-and- 
take and compromise on the subject of 
behavior, care being taken to avoid ri- 
gidity of discipline. The convenience of 
the staff must be a secondary considera- 
tion, and special care must be taken to 
avoid any kind of tyranny by majority or 
minority decision in institutional—that 
is, collective—living in such an individ- 
ual problem as we must deal with when 
we are confronted by a person who can- 
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alcoholism in a 
home for the aged 


not control pernicious habits. We must 
not forget that the subject of alcoholism 
has an epidemiology of its own. 


Discovering the Alcoholic 


If one were to go by administrative rec- 
ords, there is no such thing as an appli- 
cant who is alcoholic. Neither the appli- 
cant nor his sponsor will admit that 
there is a problem of this kind, and the 
information is suppressed for fear of a 
decision of ineligibility. The tendency 
on both sides is to assume that the ap- 
plicant may be, at worst, a social drinker, 
able to take reasonable amounts of liquor 
or refuse it, if he is at all interested in 
alcohol. A question like “Do you drink?” 
may bring the reply—and nothing more 
—“an occasional glass of beer or wine,” 
or, “an occasional cocktail,” just to show 
that he is not exactly a teetotaler. We 
have, in other words, an innocently de- 
ceptive “alcohol in moderation.” The 
answer to the question before admission 
is not as simple as it is in the case of 
obvious physical disease of long duration 
and cannot always be expressed by a 
simple yes-or-no reply. It takes a physi- 
cian to diagnose illness generally and 
alcoholism especially. 

For our purposes, the social diagnosis 
is at least as challenging as the medical 
diagnosis of alcoholism. Whatever the 
case, many applicants are admitted un- 
knowingly and exhibit their weakness or 
sickness provokingly after a so-called in- 
cubation period which depends on the 
strength of the habit, the resistance of 
the individual, and, to a lesser extent, 
the resistance of the administration. Few 
applicants ever consult a physician be- 
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fore application to discover whether they 
are “alcoholic,” and, if they do, the sub- 
ject is so repugnant to most physicians 
that the patient gets neither diagnosis 
nor therapy. Although alcoholism is con- 
sidered from the Bible to Shakespeare, 
and from Shakespeare to Tennessee Wil- 
liams, very little patience has been ex- 
hibited in the search for a cure. Until 
very recently, scientists turned their en- 
ergies away from the subject either be- 
cause it was uninteresting or because it 
was seemingly hopeless. Some considered 
it a moral problem to be treated by psy- 
chologists, priests, or public disciplinar- 
ians. 


Case History 


The problem of the alcoholic in the 
home for the aged presents itself grad- 
ually in most instances, as we can see 
from the following composite case _his- 
tory. The staff informs the administrator 
that a resident, Mr. Elder, has been 
drinking excessively of late, though he 
had been considered a well-behaved per- 
son. In most cases, knowing on which 
side his bread is buttered, the alcoholic 
is cunning enough to keep out of the 
way of any official during his episodes 
of indulgence. This often clumsy attempt 
to conceal his plight is one of the char- 
acteristics of the alcoholic, and Mr. Eld- 
er seems to have concealed his drinking 
up to this point of apprehension. 

First offenses require justice tempered 
with mercy, so the administrator tries 
the man-to-man method of attempting 
to win Mr. Elder’s confidence in the 
privacy of his office. The fault may be 
admitted on the ground that it was a 
“friendly drink” but, certainly, the re- 
port was grossly exaggerated, and so on. 
If the institution is strict on the subject 
of drinking, Mr. Elder promises to avoid 
a recurrence of the complaint. If he is 
not a sick alcoholic, there will be no 
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further problem, though he may repeat 
the episode while exercising greater cau- 
tion in avoiding detection. It might even 
be the better part of wisdom for staff 
members to look the other way so long 
as no great harm is done to anyone. 

We now come to the second phase of 
this problem, which, in many cases, can 
almost be anticipated. Mr. Elder’s drink- 
ing is uncontrollable and he is now a 
second offender. The staff has been 
proved wrong in looking the other way 
while he has taken to insulting his neigh- 
bors and annoying them, besides being 
untidy in his dress and in his other hab- 
its. At this point, the social worker en- 
ters the scene while the administration 
prescribes increased severity. This leads 
to a stern warning: “Don’t let it hap- 
pen again, or else! ...” Mr. Elder still 
maintains that he has done nothing 
wrong, that he has been misunderstood, 
and that the staff is picking on him. Of 
course, he doesn’t want to leave the 
home and promises to abstain complete- 
ly henceforth. It must be noted that at 
this point we are still in the dark on the 
motivations, the susceptibilities, and the 
biographical stimuli in his past, which 
may have much to do with his problem. 

In the third phase of the history, the 
housekeeper makes the report and the 
administrator is irritated because his 
merciful nature has been imposed upon. 
This time, Mr. Elder is prostrate on his 
bed, fully clothed, and surrounded by 
the effects of his deed, which can be try- 
ing to the nostrils and sight of the one 
who must stand by. He smells the man 
and his diagnosis before he ever enters 
the room. Fear of an epidemic involv- 
ing cronies nearby grips the administra- 
tor as he racks his brain for a solution 
to the problem. The housekeeper wants 
to know who is going to befriend the 
man when in such a mess. It takes a 
special kind of servant to deal with such 
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a repulsive job! Meanwhile, Mr. Elder 
sleeps on, unable to defend himself any 
longer and deprived of any plausible de- 
fense. The infirmary, heaven-sent, is now 
the only recourse, though its supervisor 
echoes the agitated remarks of the house- 
keeper. 

Miss Welfare, the social worker, now 
enters the scene once more, and they put 
their heads together. But this is not 
enough. Where is the doctor, who, many 
think, holds the key to such situations 
and should work a little harder to un- 
lock the door? In this case, the doctor has 
just returned from a visit with Mr. Elder 
and found him half seas over. The pa- 
tient (note the term!) will have to stay 
in the infirmary for a week or so and get 
the benefit of the latest medication avail- 
able. The doctor belatedly informs the 
administrator that Mr. Elder is a con- 
firmed alcoholic and that he will have 
to cure himself as best he can in spite of 
his weak control. Then comes the ques- 
tion of psychiatric help. Psychiatry is an 
expensive commodity if only because of 
the time-consuming nature of its contri- 
bution. In this way, Doctor Mind ap- 
pears in a desperate effort to salvage the 
situation. 

The report is now a foregone conclu- 
sion. Mr. Elder is a sick alcoholic and the 
treatment will be long and difficult, no 
one being able, in the present state of 
our knowledge, to guarantee a cure. 

A week later, as predicted, the report 
comes through that Mr. Elder is ready 
for discharge from the infirmary and that 
he is now in a remission of his illness. If 
any helpful action is ever to be taken, 
it should be now, even though precious 
time has already been lost, through pro- 
crastination, lack of knowledge, trust in 
Mr. Elder’s word, and the absence of 
positive means of dealing with such a 
situation. He will undoubtedly repeat 
the performance, perhaps with more 
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ugly side effects. For the sake of every- 
one, one of two things must happen. He 
must either be taken in hand by the 
forces of modern group medicine (in- 
cluding the sociologist and his ally, the 
church) or be discharged to a much cold- 
er world outside. The mere statement of 
the alternatives suggests the only reme- 
dies that an enlightened institution for 
the care of the aged must, in good con- 
science, take. 


Approaches to the Problem 


The institution, allying itself with the 
general hospital, must apply all of its 
potentialities in support of medical ef- 
fort, since it is, on last analysis, the final, 
responsible home of the man. There is 
no other social jurisdiction to which he 
can address an appeal or have an appeal 
addressed on his behalf. Transferring 
him to dubious facilities elsewhere has 
the effect, proved many times, of aggra- 
vating his plight in most cases. Such a 
difficult human problem is not solved by 
being allowed to shift with the wind. 
Such a person must not be discharged 
summarily to the street and left to his 
own weak devices, to wind up in some 
mental or penal institution or to proceed 
on his ill-chosen road to deterioration 
and an unlamented death. 

There are many kinds of homes for 
the aged—religious, fraternal, profit-mak- 
ing, nonprofit-making (voluntary), and 
homes conducted by the government on 
some of its levels. Some admit as few as 
10, others as many as 1,000 residents. With 
few exceptions outside government 
homes, the traditional home for the 
aged admits only “normal,” “genteel” 
people. The small home with limited 
facilities can admit only such people and 
cannot retain a resident in any state of 
alcohol addiction. The larger homes with 
infirmaries are in a slightly better posi- 
tion with regard to the alcohol problem. 
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In any case, the cooperation of the 
general hospital must be sought because 
it is there that the problem belongs, at 
least in its acute phases. Convalescence 
can be undertaken in a home under 
proper hospital guidance. Homes for the 
aged should not be called upon to sub- 
stitute for hospitals by admitting the 
acutely sick or those who are not am- 
bulatory. Yet homes for the aged have 
recently been broadening their tradi- 
tional functions and have become more 
flexible in their policies. The illustrative 
case cited here is by no means excep- 
tional, though this type of home screens 
its applicants so carefully that it seldom 
acquires the alcoholic at the outset, even 
though it may be burdened with him at 
a later date. The broadening of institu- 
tional services includes provision for per- 
sonality differences and means of caring 
for those who may not meet the standard 
requirements. 


The Role of Medicine and Psychiatry 


We come now to the crux of the problem 
of controlling alcoholism in the modern 
institutional home. The first step in 
management is to attract the sympathy 
and solicit the help of the staff and the 
residents of the institution. They must be 
taught that, although for centuries al- 
coholism was mistakenly considered a 
moral dereliction and dealt with as such, 
we now know that it is a disease which 
must be treated by physical and _psy- 
chologic means. 

In desperation, we administrators too 
often take the easiest way. The medical, 
including psychiatric, approach, support- 
ed by social service, is still the preferable 
method, and rightly so, but the power of 
religious and moral approaches to such 
a complicated problem should not be 
neglected. The chances of complete cure 
are still unfortunately few, but they are 
vastly improved as long as responsibility 
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is judiciously divided between home and 
hospital. Instead of “out of sight out of 
mind,” the patient-resident is now a 
needy, if not entirely deserving, human 
being and therefore a proper charge on 
our humanity. Specifically, we recom- 
mend a working relationship between 
the home, its infirmary, and the nearby 
general hospital for the successful man- 
agement of alcoholism in the aged. This 
presupposes a well-run infirmary, for the 
alcohol addict is shrewd at discovering 
sources of supply for his satisfaction. In 
any event, a negative attitude toward 
alcoholism is never justified because it 
can only serve to perpetuate it. Alcoholics 
Anonymous should be consulted for what- 


ever that organization may contribute 
out of its rich store of successful experi- 
ence. 


Conclusions 


Social agencies generally, being deeply 
concerned with this problem, should take 
a more positive stand toward alcoholism 
and, among other things, help with con- 
structive legislation to permit properly 
inspected and licensed homes to do their 
bit. Beyond any doubt, we have a right 
to ask that the modern home for the 
aged be permitted and encouraged to 
play its part in any effort to resolve one 
of the most trying problems in the his- 
tory of medical care. 


ASCITES caused by hepatic cirrhosis and refractory to mercurial diuret- 
ics and a low-sodium diet may respond to other drugs. Acetazolamide 
produced good to excellent diuresis in 26 of 49 patients and fair results 
in 6. Hypochloremic acidosis usually developed, but no serious adverse 
reactions. 

Chlorothiazide had excellent effect in 3 of 8 patients. Slight to mod- 
erate hypochloremic alkalosis occurred in all subjects and severe hypo- 
kalemia in 3, with symptoms suggesting hepatocerebral toxicity. 

The 2 agents were combined in 4 instances and failed in all. 
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IN THE ABSENCE Of local nasal disease, nose bleeding is associated with 
high blood pressure, as evidenced by a study of the hospital notes of 
374 patients attending the infirmary’s hypertension clinic and 162 pa- 
tients from the infirmary’s ear, nose, and throat department. Thirty- 
two patients with nasal disease who were admitted because of nose 
bleeding showed a normal distribution of diastolic scores. Eighty-nine 
patients without local nasal disease had an age- and sex-adjusted score 
distribution totally different from that of the general population. 


J. R. A, MITCHELL: Nose-bleeding and high blood pressure. Brit. M. J. 5113: 25-27, 


1959. 
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Research grant 
program of 
the National 
Institutes 


of Health 


With special emphasis on 
research in aging 


G. HALSEY HUNT, M.D., 
ROBERT P. AKERS, Ph.D., and 
STANLEY R. MOHLER, M.D. 
BETHESDA, MARYLAND 


The research and training grant pro- 
gram of the National institutes of 
Health was established by Congress 
to give federal support to basic and 
applied research in medicine, biolo- 
gy, and other health-related fields. 
Research in aging is considered to be 
an important element in the over-all 


program. 


G. HALSEY HUNT is chief of the Division of Gen- 
eral Medical Sciences, and ROBERT P. AKERS and 
STANLEY R. MOHLER are on the staff of the Cen- 
ter for Aging Research, National Institutes of 
Health, Public Health Service, U.S. Department 
of Health, Education, and Welfare. 
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Mi the research grant program of the 
National Institutes of Health is the chan- 
nel through which Congress is making 
Federal funds available to support a 
substantial proportion of the medical re- 
search and training now being carried 
on in the United States. This program, 
which supports about 40 per cent of the 
medical research currently underway in 
American medical schools and universi- 
ties, is almost entirely a postwar devel- 
opment.' Beginning with an appropria- 
tion of $780,158 in the fiscal year of 
1946, research grants to individual in- 
vestigators have risen to a total of $97,- 
729,000 for the fiscal year ending June 
30, 1958. The year by year rise in re- 
search grants is shown in the table. 

The popular and Congressional pres- 
sure for the establishment and rapid ex- 
pansion of this program is presumably 
the result of increasing public awareness 
of the fact that new medical knowledge 
is urgently needed and that medical re- 
search in the modern era requires large 
financial outlays. There is also reason to 
believe that the successful development 
of the atomic bomb led many persons to 
conclude that a similar crash program in 
medical research would lead to early so- 
lution of such problems as cancer and 
heart disease. Whatever the reason, the 
program has had consistent and increas: 
ing support from the American public, 
from scientific investigators, and from 
both the executive and the legislative 
branches of the Federal government. 
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The National Institutes of Health 


The National Institutes of Health, one 
of the three operating bureaus of the 
Public Health Service, is the principal 
research arm of the Service, which, in 
turn, is a part of the U. S. Department 
of Health, Education, and Welfare. The 
Public Health Service was founded by 
act of Congress in 1798 as the Marine 
Hospital Service, to provide medical 
care for sick and injured merchant sea- 
men (and, for a number of years, for 
members of the U. S. Navy). During the 
following century, the Service was grad- 
ually given increasing responsibilities 
for quarantine services, for public 
health medical re- 
search, and its name was changed to the 
present one in 1912. In the year 1887, 
a bacteriology research laboratory was 
established at the U. S. Marine Hospital, 
Staten Island, New York. This activity 
was later moved to Washington, re- 
named the Hygienic Laboratory, and 


services, and _ for 


made the nucleus of an expanded pro- 
gram of medical research. In 1930, the 
Hygienic Laboratory again underwent a 
name change, becoming the National In- 
stitute of Health. In 1938 the N.I.H. 
was moved to its present site in Bethes- 
da, Maryland, just northwest of the city 
of Washington. 

In 1937, Congress established a spe- 
cial unit in the National Institute of 
Health for the study of cancer, desig- 
nating it as the National Cancer Insti- 
tute. Over a period of several years, six 
additional Institutes were established to 
study the various categories of disease: 
The National Heart Institute, The Na- 
tional Institute of Allergy and Infectious 
Diseases, The National Institute of Ar- 
thritis and Metabolic Diseases, The Na- 
tional Institute of Dental Research, The 
National Institute of Mental Health, and 
The National Institute of Neurological 
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Diseases and Blindness. The name of the 
parent organization was changed to Na- 
tional Institutes of Health, though it 
continues to be grammatically construed 
in the singular so as to indicate the over- 
all unity of operation. 

The expansion of intramural research, 
carried on directly by the staff of the 
National Institutes of Health, 
nated in 1953 in the opening of the Clin- 


culmi- 


ical Center, which permits the conduct 
of large scale clinical research as well as 
laboratory investigation. 


Research Grant Program 


The early activities of the Public Health 
Service in supporting medical research 
by means of grants-in-aid were reviewed 
in 1946 by C. J. Van Slyke, now deputy 
director of the National Institutes of 
Health, and in 1953 by Kenneth M. En- 
dicott and Ernest M. Allen of the Divi- 
sion of Research Grants. Pertinent ex- 
cerpts from these papers follow: 


Although the Public Health Service 
awarded a few grants for cancer research 
every year from 1937 on, the broad program 
began in 1946 with the transfer of 50 proj- 
ects from the Office of Scientific Research 
and Development when that agency was dis- 
solved. The new program had as its objec- 
tive the improvement of the nation’s health 
through the acquisition of new knowledge 
in all the sciences related to health. In the 
sense that the new knowledge is sought for 
the purpose of improving health this pro- 
gram is one of applied research, but many 
of the grantees consider their projects basic. 
Those who established the program _be- 
lieved that the maximum progress can be 
achieved only if the scientists enjoy freedom 
to experiment without direction or inter- 
ference, and they drew up policies and _pro- 
The 


which applications are approved rests with 


cedures accordingly. decision as to 


committees of non-Government scientists, 
who serve also to develop policies designed 


to meet changing needs. The investigator 
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1946 1947 1948 1949 1950 1951 \ 1952 




















Field 1945 
Total 85,030 780,158 3,437,280 8,874,463 «10,871,492 20,847,117 
Total 85,030 780,158 3,437,280 8,874,463 10,871,492 ‘12,984,000 
Cancer 85,030 76,900 515,000 2 599,635 3,300,000 2,600,000 3,100,0 
General 703,258 2,922,280 5,901,163 7,025,492 5,570,000 4,305,0 
Mental health 373,665 546,000 794,000 1,663,0 
Heart 3,820,000 4,809,0 
Dental 200,000 221,0 
Arthritis and 1,345,0 
metabolic diseases 
Neurological diseases 1,015,0 
and blindness 
Allergy and infectious 
diseases* 
Total 6,415,060 
Cancer 2,625,000 
General 
Mental health 2,956,000 
Heart 834,060 
Dental 


Arthritis and 
metabolic diseases 


Neurological diseases 
and blindness 


Allergy and infectious 
diseases* 





36,000 


Fellovants? 





Total 

Cancer 
General 
Mental health 
Heart 

Dental 


Arthritis and 
metabolic diseases 
Neurological diseases 


and blindness 


Allergy and infectious 
diseases* 


1,448,057 _1,592009!755,000 
500,000 5000 500,000 
515,000 54210 400,700 
100,000 2000) 256,000 
298,057 30004 300,000 

35,000 500g 50,000 


76,900 


51,400 


120,000 





* Designated as microbiology prior to Fiscal Year 1958 + No training or fellowship grants prior to Fiscal Yeo'| 


—— 
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riatipy Fiseal Years, 1945 to 1958 


























1953 1954 1955 1956 1957 1958 

27,555,000 30,676,000 41,812,000 47,531,000 55,590,000 123,154,000 137,101,000 
16,374) 18,408,000 20,468,000 28,866,000 33,918,000 38,288,000 89,682,000 97,729,000 
3,100,000 4,920,000 7,369,000 8,160,000 9,110,000 22,847,000 21,059,000 
4,305,000 4,255,000 4,000,000 4,000,000 5,000,000 7,979,000 9,468,000 
1,1 oe 1,663,000 1,662,000 2,587,000 3,587,000 3,937,000 11,426,000 12,402,000 
4,327! 4,809,000 5,150,000 6,843,000 7,750,000 8,550,000 18,895,000 19,364,000 
218 221,000 221,000 221,000 421,000 421,000 2,700,000 2,825,000 
7 1,345,000 1,345,000 3,196,000 3,990,000 4,810,000 8,140,000 11,037,000 
3.40 , 1,015,000 965,000 2,700,000 3,900,000 4,350,000 9,630,000 10,750,000 
1,353 1,950,000 1,950,000 1,950,000 2,110,000 2,110,000 8,065,000 10,824,000 

Traiigants t 
6,928! 7,392,000 8,184,000 10,813,000 11,051,000 14,502,000 28,075,000 32,932,000 
2,625) 415,000 2,725,000 2,855,000 2,725,000 2,725,000 4,675,000 4,550,000 
500,000 2,962,000 
3,405 4,000,000 3,750,000 4,176,000 4,310,000 5,885,000 12,000,000 13,300,000 
8981 891,000 1,623,000 3,028,000 2,762,000 3,142,000 4,400,000 4,240,000 
500,000 450,000 
50,000 50,000 250,000 250,000 950,000 1,850,000 2,350,000 

3 

36,000 36,000 504,000 1,004,000 1,800,000 4,150,000 4,500,000 
580,000 

Fellov ‘ants t 
1,591 1,755,000 2,024,000 2,133,000 2,562,000 2,800,000 5,397,000 6,440,000 
500 500,000 625,000 750,000 861,000 861,000 1,000,000 1,027,000 
54), 400,700 199,000 124,000 124,000 249,000 998,000 2,260,000 
200 256,000 250,000 187,000 187,000 300,000 647,000 546,000 
300 300,000 450,000 580,000 873,000 873,000 1,335,000 1,375,000 
50 50,000 50,000 50,000 100,000 100,000 500,000 423,000 
76,900 150,000 175,000 150,000 150,000 300,000 257,000 

] 
51,400 150,000 150,000 150,000 150,000 500,000 451,000 
120,000 150,000 117,000 117,000 117,000 117,000 101,000 
—— wt 





Fiscal Yea! 


59 GERIATRICS, JUNE 1959 





399 











research program of 


National Institutes of Health 


works on problems of his own choosing and 
is not obliged to adhere to a preconceived 
plan. He is free to publish as he sees fit and 
to change his research without clearance if 
he finds new and more promising leads. He 
has almost complete budget freedom as long 
as he uses the funds for research purposes 
and expends them in accordance with local 
institutional rules. Progress reports are re- 
quired only once a year and are used chiefly 
as the tool for evaluation of renewal appli- 
cations. Title to equipment purchased with 
erant funds is vested in the grantee institu- 
tion and remains with that institution upon 
termination of the grant. Once a grant is 
made, there is no direction or interference 
on the part of Government.” 

Research Grants funds are ‘additive,’ 
and, as such, are intended to provide sup- 
that 


would not be conducted if additional funds 


port for additional research—research 
were not available. They are not “substitu- 
tive’ and therefore are not to be used to re- 
lieve a university or other institution of its 
financial responsibilities for usual or normal 


teaching, administrative, or research func- 
tions. : 

The Congress, in enacting Public Law 
410, known as the Public Health Service 
Act, in 1944, stated the general powers and 
duties of the Public Health Service with 


respect to research and investigations. The 
law states that: 
“The Surgeon General shall conduct in 
the Service, and encourage, cooperate 
with, and render assistance to other ap- 
institu- 


tions, and scientists in the conduct of, and 


propriate authorities, scientific 
promote the coordination of, research, in- 
vestigations, experiments, demonstrations, 
and studies relating to the causes, diag- 
noses, treatment, control, and prevention 
of the physical and mental diseases and 
impairments of man..... 


In carrying out the foregoing, the Surgeon 
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General was authorized by Congress in Pub- 
lic Law 410 and in amendments to ‘make 
grants in aid to universities, hospitals, lab- 
oratories, and other public or private insti- 
tutions, and to individuals” for such re- 
search projects as are recommended by the 
National Advisory Health Council, the Na- 
tional Advisory Cancer Council, and the Na- 
Mental Health Council.’ 


tional Advisory 


With the establishment of additional 
Institutes, corresponding National Ad- 
visory Councils have been established. 
There are now 8 such Councils—the 
National Advisory Health Council and 
a Council for each of the 7 Institutes. 

The basic purpose and philosophy of 
the research grant program of the Na- 
tional Institutes of Health remain essen- 
tially the same as originally stated by 
Dr. Van Slyke in 1946: 

The purpose of these grants is to stimu- 
late research in medical and allied fields by 
making available funds for such research 
and by actively encouraging scientific inves- 
tigation of specific problems on which sci- 
entists agree that urgently needed informa- 
tion is lacking. Accompanying this purpose 
is complete acceptance of a basic tenet of the 
philosophy upon which the scientific meth- 
od rests: The integrity and independence of 
the research worker and his freedom from 
control, direction, regimentation, and out- 
side interference.* 


Research in Aging 


Because the study of gerontology cuts 
across all categories and disciplines of 
science, investigators in this field may be 
found in all of the biologic sciences. Re- 
search projects in aging may therefore 
be assigned to any of the 7 Institutes 
or to the Division of General Medical 
Sciences. For the same reason, the ap- 
propriations of the National Institutes 
of Health carry no funds earmarked for 
specific support of research in the field 
of gerontology. Applications proposing 
research in this field must compete with 
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all of the other research projects being 
considered at a given series of Study 
Section and Council meetings. 

In 1956, with the concurrence of all 
of the National Advisory Councils, the 
National Institutes of Health began a 
program of increased emphasis on re- 
search in aging. Many individual re- 
search projects with some bearing on ag- 
ing had of course been supported before 
that time, but, under the new program, a 
small office, the Center for Aging Re- 
search, was established with the specific 
responsibility of fostering research in 
this field. In addition, the Councils rec- 
ommended that the NIH support a num- 
ber of university-located centers devoted 
to research and research training in ag- 
ing. It was planned that only a few such 
centers would be established in various 
parts of the country, and that a large 
proportion of research in aging would 
continue to be carried on as individual 
projects in many universities, medical 
schools, and other research institutions. 

In the two years since the announce- 
ment of this new emphasis on research 
in aging, two such university centers 
have been set up on the basis of NIH 
grants but with significant financial con- 
tributions from other sources. The first 
of these was established at Duke Univer- 
sity in September 1957, and the second 
at Albert Einstein College of Medicine 
of Yeshiva University in September 
1958. Each center was developed around 
a core of existing interest and activity 
in the study of the aging process by the 
scientists who will be responsible for 
carrying out the research over a period 
of years. The NIH has no blueprint for 
such university centers; here, as in the 
research grant program generally, the 
NIH, upon appropriate application, sup- 
ports research projects that have been 
planned by the scientists who wish to do 
the work. 
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There has also been a significant in- 
crease in the number of individual re- 
search and training projects supported 
by NIH grants that are directly or in- 
directly related to problems of aging or 
the aging process. As of January 31, 
1958, there were 120 projects that were 
considered to be directly related to ag- 
ing and 140 that were indirectly or sec- 
ondarily related. The title and a brief 
description of each of these projects, 
plus a similar listing of research proj- 
ects carried on in the laboratories of the 
NIH during calendar year 1957, are 
available in a publication of the Center 
for Aging Research, “Activities of the 
National Institutes of Health in the 
Field of Gerontology, 1958.” 

These projects range from fundamen- 
tal studies on the biology of the aging 
process to behavioral studies of the re- 
lationship of aging persons to their fam- 
ilies and to society. Fifty are concerned 
with physiologic and biochemical as- 
pects of aging, 20 with structural as- 
pects, 20 with psychologic and social as- 
pects, and 25 with identifiable disease 
processes. ‘The physiologic, biochemical, 
and structural studies are for the most 
part carried on in experimental animals; 
almost all of the psychologic and social 
studies and over half of the studies of 
identifiable disease processes involve 
human subjects. 


Review of Applications and 
Awarding of Grants 


The Public Health Service has estab- 
lished safeguards to insure that it in no 
way controls the research carried on 
under this grant program. The primary 
safeguard is that, while the Surgeon 
General is technically responsible for 
making the grants, no award is made 
until the application has been reviewed 
by two sets of consultants made up al- 
most entirely of non-Governmental ex- 
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research program of 


National Institutes of Health 


perts. The first review is by one of the 


f which there are now 


study sections, of 
about 30. Each study section is made up 
of from 10 to 15 scientists, who for the 
most part are not officers or employees 
of the Federal government, and who are 
appointed for four-year terms. Each sec- 
tion meets three times a year to review 
the applications that fall within its field 
of special competence. Most of the study 
sections are centered upon such techni- 
cal specialties as biochemistry, hematol- 
ogy, and microbiology, though several 
have somewhat broader terms of refer- 
ence, such as cancer chemotherapy, car- 
diovascular disease, hospital facilities 
research, and public health research. 
The study sections recommend for or 
against approval of each application and 
assign priority ratings to approved proj- 
ects. 

The members of the National Adviso- 
ry Councils are recognized leaders in 
the health fields, and ap- 
pointed for four-year terms by the Sur- 


one of are 
geon General of the Public Health Serv- 
ice with the approval of the Secretary 
of Health, and Welfare. 
About half of the members of each coun- 


Education, 


cil are nonscientists with special interest 
and competence in some aspect of health. 
three 
times a year, consider the applications 
within their fields of interest that have 


The councils, which also meet 


been passed upon by the study sections. 
In most cases, they endorse the recom- 
mendations of the sections, which have 
been based upon the scientific merits of 
the proposals. The councils, however, 
have the 


additional responsibility of 


considering policy and over-all program 
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objectives and will upon occasion make 
a final recommendation to the Surgeon 
General that differs from that of the 
study section. 

Application for a research grant must 
be made upon one of the standard appli- 
cation forms, available upon request 
from the Chief, Division of Research 
Grants, National Institutes of Health, 
Bethesda 14, Maryland. There are three 
deadline dates each year for the sub- 
mission of applications—July 1, Novem- 
ber 1, and March 1. Applications re- 
ceived before July 1 are considered at 
the September-October meetings of the 
study sections and at the October-No- 
vember meetings of the National Advi- 
sory Councils. The award letters for suc- 
cessful applicants are usually processed 
and sent out during December, so that 
January | is about the earliest effective 
starting date for the proposed programs. 
Applications coming in before the other 
two deadline dates follow a similar time- 
table. 


Evaluation of Projects 


The criteria for evaluation of research 
projects by the study sections and coun- 
cils are based upon these considerations: 

@ The subject matter of an applica- 
tion must constitute a proposal. to con- 
duct research, broadly defined, in a field 
of medicine, biology, or other health- 
related disciplines. Projects which are 
merely demonstrations of the usefulness 
of present knowledge are excluded as 
are control projects in which known 
methods are to be applied to the control 
of a particular disease. 

© Applicants should remember that 
their proposed program of research will 
be judged almost exclusively by what 
appears in the written application. The 
importance of clear and full but  suc- 
cinct description of the aims of the pro- 
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posed research and the proposed method 
of procedure can hardly be overesti- 
mated. 

e@ In evaluating proposed projects, 
the study sections and councils common- 
ly ask questions and use criteria that 
may be illustrated as follows: 

1. The design of the investigation 

a. The care and thoroughness with which 
the investigator has thought out his 
proposal and described it in the appli- 
cation are considerations of prime im- 
portance. 

b. Does the project as outlined appear to 
be worth doing, to produce either 
significant new information or desirable 
confirmatory information? 

c. Is the objective attainable by the meth- 
ods proposed? 

d. Are the controls adequate? 

e. Is the sampling technic of proper sta- 
tistical design? 

2. The investigator 

f. Is the person named as principal in- 
vestigator the author of the research 
proposal, and will he in fact actively 
direct the investigation? 

g. Will the investigators be free to under- 
take the proposed studies without be- 
ing overloaded with other responsibili- 
ties? 

h. Is the investigator qualified to carry 
out the proposed studies? 
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i. Does the investigator show evidence of 
knowing the work of others in the 
field? 

j. Does the investigator have access to 
suitable consultation by authorities in 
other disciplines, particularly in bio- 
statistics? 

3. Facilities available 

k. Are adequate facilities available to 
carry on the work? 

1. Does the applicant have access to nec- 
essary equipment and materials? 


Training Grants 


Within recent years, granis for the sup- 
port of the training of research investi- 
gators have become an important part 
of the NIH program. Since the salaries 
of research associates can be partially 
or completely covered under research 
grants, a great deal of training is actual- 
ly carried on by this mechanism. In ad- 
dition, there are training and fellowship 
grants of several kinds and at several 
levels of professional development which 
are designed to increase the number of 
investigators available to do research in 
the medical and biological sciences. The 
table shows the amounts of money that 
have been available for training in each 
fiscal year since the program was estab- 
lished, 
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Swelling 
of heart muscle 
with age 





MM Robert R. Kohn and Edward Roller- 
son of the Institute of Pathology of 
Western Reserve University, Cleveland, 
point out that there is progressive de- 
crease in cardiac output in aging per- 
sons, and increasing ease of precipitat- 
ing cardiac failure (Proc. Soc. Exp. Biol. 
Med. 100: 253-256, 1959). They indicate 
that there is poor correlation between 
the degree of coronary arteriosclerosis 
and cardiac function and suggest that 
there might be some underlying age re- 
lated change in cardiac muscle. This led 
them to consider the osmotic swelling 
properties of human collagen with re- 
spect to age in the human myocardium. 

Kohn and Rollerson obtained 148 
hearts from postmortem examination, 
and studied the swelling ability of the 
muscles of these hearts. They found that 
young specimens can show swelling 
more readily than old. The extent of 
swelling of heart muscle remains at a 
constant level between the ages of 8 and 
35, after which there is a decrease in 
swelling ability. On the other hand, col- 
lagen content does not vary with age. 

The swelling properties of myocardi- 
um have not been previously investigat- 
ed. The factors involved seem to be re- 
lated to the character of the protein elas- 
ticity. It is significant that Kohn and 
Rollerson were able to show a relation- 
ship between loss of swelling of myo- 
cardium proteins and decreased ability 
of the heart to contract efficiently. This 
seems to be due to loss of protein elas- 
ticity. 

These observations are extremely im- 
portant in indicating that the increased 
incidence of cardiac failure with disease 
may not be related to arteriosclerotic 
heart disease, but rather to a gradual 
loss of protein elasticity in cardiac mus- 


cle itself. 


CHAUNCEY D. LEAKE 


The Ohio State University, Columbus 
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Care of the feet in the aged patients 


WH Last year, when I went through a big 
and well-run old people’s home, I was 
impressed when I saw that they had an 
office for a podiatrist, and I was even 
more impressed when I was told that he 
was one of the most loved men in the 
place. The superintendent reminded me 
that old people, and especially old wom- 
en, often have painful feet, usually de- 
formed by years of wearing shoes that 
were too short. Usually, these persons 
have many painful corns, and sometimes 
there are ingrowing toenails which cause 
much suffering. Often, there are fallen 
arches and other serious problems that 
can be helped by a podiatrist, and some- 
times with the help of a good orthopedist. 

It must be remembered also that many 
an old person, and especially one with 
diabetes, gets along well enough until 
one day, perhaps while paring a corn, 
he breaks the skin of his foot. Then 
comes infection, and later gangrene and 
the loss of a leg. Old diabetic patients 
should know that they should never 
clean their toenails with a metal instru- 
ment, but always use a wooden instru- 
ment. 

In the January number of the Journal 
of the American Podiatry Association, 
I find a good article by Dr. Lawrence A. 
Frost of Monroe, Michigan, who dis- 
cusses “Nursing Home Foot Problems 
and the Geriatric Patient.’ As he says, 
there is a great need for a podiatrist in 
every old people’s home. “If you can 
keep your patients comfortable while 
they are with you; if you can prevent the 
less of limbs; if you can help prevent 
(the person) from vegetating, by keeping 
their feet in shape so that they can get 
around more easily, they can be moti- 
vated to do other things, including those 
leading to better health.” 


GERIATRICS, JUNE 1959 


In most cases, gangrene can be pre- 
vented. A. good example is that taken 
from the Cincinnati General Hospital 
where 14 chiropodists, under Dr. Rex 
Hawkins, have taken care of the feet of 
diabetic patients and people with disease 
of the leg arteries. When they first began 
this service, the amputation rate was 
between 22 and 24 a month. Now, twelve 
years later, they average 2 to 4 each 
month. In other hospitals, since a chi- 
ropodist has been put on the staff, the 
amputation rate has dropped by as much 
as 68 per cent. 

Every effort must be made to avoid 
injury to the feet with mechanical, chem- 
ical, or thermal agents. The patient 
should have shoes and slippers made of 
soft leather, he should not wear circular 
garters, and he should never use a strong 
antiseptic, such as tincture of iodine, on 
the feet. Alcohol and witch hazel are 
good. The rubbing of fat, such as lano- 
lin, into the skin cuts down on itching, 
which reduces scratching, and less scratch- 
ing means fewer breaks in the skin. It is 
well to wash the feet daily in warm wa- 
ter. “Lack of skin care can contribute 
much to the high incidence of gangrene 
in the lower extremities.” Old people 
who suffer from cold feet should be giv- 
en heavy bed socks. Never should an old 
person use a heating pad or a hot water 
bottle. 

Dr. Frost makes it a rule to examine 
the feet of each patient each day. Any 
blemishes, discolorations, abrasions, blis- 
ters, fissures, swellings or any complaint 
of discomfort are reported promptly to 
the physician-in-charge. He will watch 
particularly for redness or discoloration 
around the nails or the ends of the toes 
or around the heels. 

WALTER CG. ALVAREZ, M.D. 
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This section of Geriatrics is open 
for informal comment from readers. 
Publication of letters is subject to 
editing and availability of space. 


Fractures of Upper End of the Femur 


TO THE EDITORS: 

I have read Dr. Soutter’s article, “Manage- 
ment of Elderly Patients with Fractures of 
the Upper End of the Femur,” in the March 
1959 issue of Geriatrics with great pleasure. 
My experience coincides completely with 
that of Dr. Soutter, and my practice is almost 
identical with that described in her article. 
Before the anesthetist enters the picture, 
however, I invariably get medical clearance 
from an internist as to the patient’s general 
condition. 

Operative intervention is the method of 
choice in the treatment of all fractures of 
the upper end of the femur, except in those 
comminuted intertrochanteric fractures where 
the neck is incompetent to afford adequate 
counterpressure to the skeletal fixation de- 
vice. It is immaterial what special device is 
employed, provided the shaft to which the 
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device is fixed and the neck are sufficiently 
strong to maintain the desired relationship 
until union has occurred. It is for the. pur- 
pose of definitely establishing this fact that 
anteroposterior and lateral or stereoscopic 
x-ray films are absolutely essential before 
operation. In many instances, what appears 
to be a simple intertrochanteric fracture will 
be found in fact to be comminuted with a 
neck incompetent to support any kind of 
skeletal fixation. In such instances, it will 
be necessary to insert the cervical portion 
of the fixation device deeply into the head 
to just below the articular cartilage. Where 
the comminution is so extensive as to pre- 
clude the likelihood of firm fixation even by 
this method, Russell’s traction exerted 
through a transcondylar Kirschner wire offers 
the only hope for a successful conclusion. 
Difficulty in the the 
minuted intertrochanteric fracture has arisen 


treatment of com- 
from the failure to recognize the degree of 
involvement of the femoral neck proximal to 
the obvious intertrochanteric fracture. 

If the superior and posterior walls of the 
femoral neck can be demonstrated to be 
sound and capable of resisting the thrust 
which will be transmitted to it by any in- 
serted skeletal fixation device, such devices 
may be employed, provided the device can 
be inserted sufficiently deep so as to bridge 
the area of comminution. If, however, the 
area of comminution involves the posterior 
or superior walls of the femoral neck, ren- 
dering them incapable of supporting the 
thrust of the skeletal fixation device, then 
treatment must be directed toward main- 
taining the position of the fragments by 
skin or skeletal traction until sufficient cal- 
lus has been deposited to warrant discon- 
tinuance of any form of fixation. 

HENRY MILCH, M.D. 


New York City 


lO THE EDITORS: 

I concur with the statement made by Dr. 
Soutter that practically every elderly patient 
with a fracture of the upper end of the 
femur is entitled to surgical intervention, 
the only exception being those patients with 
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the impacted abduction type fracture who 
can be moved out of bed into a wheel chair 
and the moribund patient. The comminuted 
intertrochanteric fracture is not a contra- 
indication to surgery. With proper prepara- 
tion, blood replacement, and proper ex- 
posure, I believe that this type of patient 
can be handled surgically, with the inser- 
tion of a Neufeld or Jewett type nail, and 
that no splintage should be used postopera- 
tively. 

It has been my feeling that patients seem 
to tolerate and do better with a low spinal, 
localized to the side of the fracture, or an 
epidural block (in those institutions where 
there are anesthesiologists capable of per- 
forming the procedure). The patients seem 
to have a much smoother postoperative 
course than with the usual balanced type of 
anesthesia. “Fhe patient is able to sit up in 
bed soon after surgery and is capable of eat- 
ing. Occasionally, in a patient with a poor 
cardiac status and a fracture of the femoral 
neck, surgery can be done under local anes- 
thesia, such as 1 per cent Xylocaine, and, in- 
stead of the usual Smith-Petersen or Z-nail 
type of fixation, multiple heavy threaded 
wires can be inserted through the skin with 
only small incisions made for the wire 

During the operative procedure, especially 
in intertrochanteric fractures, the Watson- 
Jones approach, I believe, is superior to the 
usual lateral approach, inasmuch as the frac- 
tured fragments can be visualized and the 
Neufeld nail or Jewett pin inserted practical- 
ly under direct visualization. This technic 
decreases the operative time and the number 
of x-rays required during the procedure. Oc- 
casionally, in an intracapsular type fracture, 
where reduction is difficult, this same ap- 
proach is likewise used. 

Recently, in patients of the age group de- 
scribed in this article, where there are frac- 
tures of the neck of the femur with marked 
displacement, such as is found in fractures 
of Pauwel’s type III, instead of nailing the 
hip, an immediate prosthetic replacement 
has been done of the fractured head. Per- 
sonally, I have preferred the use of the 
Moore type prosthesis, made of a nonelec- 
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trolytic metal such as vitallium. Using a 
modified Gibson posterolateral approach, 
this procedure has been found to be well 
tolerated, and the operative time has been 
found to be comparable with the usual hip- 
nailing. The advantage, of course, in this 
procedure is that the patient has been able to 
start weightbearing after three weeks. I re- 
cently had an 86-year-old female patient 
who was capable of weightbearing after 
three weeks with a cane and, after six weeks, 
was using no cane and returned to normal 
activities around her home. 

A 96-year-old man, on whom a similar re- 
placement was performed approximately four 
months ago, withstood the surgery well and 
was able to get about in a walker after three 
weeks. His only complications recently have 
been those of a medical nature. 

In the postoperative course or follow-up, 
in the intertrochanteric fracture, the patients 
are not permitted weightbearing until there 
is evidence of union, which usually one can 
note in four to six months. 

In the fractures of the neck of the femur, 
weightbearing is not permitted before six 
months, though patients may be permitted 
nonweightbearing ambulation in a walker. 

Immediately postoperatively, the patients 
are placed on estrogen and androgen therapy 
and a high vitamin, high protein diet with 
supplementary vitamin C. 

In general, I wish to say that as our tech- 
nics have improved, the elderly patient has 
been well able to withstand surgical pro- 
cedures, and the hip fracture, though still a 
serious condition, need not be death’s har- 
binger. 

LOUIS SPIGELMAN, M.D. 
Los Angeles 
TO THE EDITORS: 
May I compliment Dr. Soutter on her excel- 
lent review of her experience. With a few 
exceptions, I think her experience and con- 
clusions are the same as those of many ortho- 
pedists in this country. 

Most of these elderly patients do best with 
reduction of their fracture as soon as feasible, 
followed by firm internal fixation which will 
allow immediate motion of the limb and 
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permit moving the patient, who then be- 
comes a nursing and medical problem rath- 
er than a surgical one. 

In lieu of a Smith-Petersen nail, multiple 
threaded pins, such as the Turner, Knowles, 
or Moore pins, may be used for fractures of 
the neck of the femur. These have the ad- 
vantage of giving firm fixation of most of 
these fractures, and their insertion into the 
head of the femur is less traumatic than driv- 
ing a Smith-Petersen nail across the fracture 
and frequently distracting it. Also, in  se- 
lected cases of elderly patients with a frac- 
ture of the neck of the femur, primary in- 
sertion of an intramedullary type of endo- 
prosthesis may be done with a very suitable 
result. The best results in hip prostheses 
have been in such patients with fresh frac- 
tures of the neck of the femur. 

When these elderly people are operated 
upon, an expert anesthetist and a coopera- 
tive, efficient x-ray technician are essential. 
Two 


mechanical cassette 


holders, and rapid developing technics in a 


x-ray machines, 
dark room immediately adjacent to the oper- 
ating room are needed. Too many radioi- 
ogists are not aware that speed takes priority 
over quality of radiograms in such cases and 
that one-half to two-thirds of anesthesia time 
in these poor-risk patients is sometimes taken 
up by the x-ray procedure, when it is nec- 
essary to wait ten to twenty minutes for each 
set of x-ray films in a hip nailing operation. 
Dr. Soutter appears to have obtained heal- 
ing of her fractured femurs sooner than is 
usual. It is not usual to see complete healing 
of a fracture of the neck of the femur in 
twelve weeks. Four or more months are re- 
quired in my experience. Also, nine to ten 
weeks after the average intertrochanteric 
fracture is early to allow full weightbearing, 
as Dr. Soutter does in many cases. 
With these minor exceptions let me say 
I read Dr. Soutter’s article with interest and 
otherwise with agreement. 
LEE T. FORD, M.D. 
St. Louis 
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Tubeless Gastric Analysis 
TO THE EDITORS: 

Because of the vast amount of persuasive 
articles appearing in the current literature 
on tubeless gastric analysis, I should like to 
opine that, although this approach is at- 
tractive to both physician and patient, it is 
regrettably defective in analysis. 

Gastric analysis by intubation as a screen- 
ing test for the physician who calls himself 
a geratrician is a far more adequate approach 
to aid him in arriving at a well synthesized 
diagnosis. To substitute tubeless gastric anal- 
ysis for intubation is as the old adage has it: 
“Spare the rod and spoil the child.” Admit- 
tedly, we encounter contraindications to in- 
tubation or patients who are unwilling to 
cooperate and the tubeless approach is called 
for, at least in search for a minimum of in- 
formation. In those cases, I have resorted to 
the Sahli desmoid reaction test, which is 
easily performed, inexpensive, and requires 
less time and effort. The information gained 
was often accompanied by indecision and 
was clinically nonconfirmatory. 

Regarding an all-inclusive screening test 
in search for malignancy—a study of centri- 
fuged gastric sediment with a Papanicolaou 
staining test for abnormal cytology is a most 
informative aid to the physician who is 
equipped with a high index of suspicion of 
gastric malignancy, regardless of age. To 
him, a recourse to a psychologically attractive 
tubeless gastric analysis is ignoring the terse 
but comprehensive statement of one of the 
Mayos: “Cancer, cure or console.” 

The tubeless method, then, renders a type 
of analysis that does not permit a synthesized 
diagnosis based upon titration for free hy- 
drochloric acid, combined and total acidity, 
occult blood, and an evaluation of the find- 
ings in a fasting stomach preceding the test. 
“The whole is greater than any of its parts” 
is a simple geometric axiom befitting intuba- 
tion gastric analysis. 

MEYER GOLOB, M.D. 
Miami 
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PROMPTLY IMPROVES MOOD 


without excitation 


Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
tumination, and insomnia. 


Restores normal sleep—without hang-over or depressive 
atereffects. Usually eliminates need for sedative-hypnotics. 
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Subluxation of the Shoulder in 

Hemiplegic Patients 

O. MIGLIETTA, A. LEWITAN, and J. B. ROGOFF. New 
York J. Med. 59: 457-460, 1959. 

Shoulder and arm pain in hemiplegic pa- 
tients is frequent and often associated with 
subluxation of the shoulder. 

Radiologic examination of the shoulder 
on the affected side demonstrated subluxa- 
tion in 50 hemiplegic patients chosen at 
random. Twenty-eight presented clinical evi- 
dence of subluxation, and repeat x-rays with 
the upper extremity hanging freely verified 
the clinical impression. 

Subluxation of the affected shoulder of 
the hemiplegic patient can be overlooked 
at x-ray as well as on physical examination. 

In the group studied, the degree of sub- 
luxation varied from a few millimeters to 
almost complete, with the humerus below 
the glenoid fossa; in the majority of cases, 
the subluxation was only about | centimeter. 
Injection of the shoulder joint was done 
followed by radiologic examination with the 
patient in the erect and supine positions. 
In most instances, the injected joints showed 
a striking increase of fluid in the superior 
portions, which would indicate that the 
capsule had been stretched. Occasionally, a 
tear was demonstrated with abnormal com- 
munication of the shoulder joint and the 
subacromial bursa. 

Subluxation appears to be unrelated to 
the age of the patient, the duration of hemi- 
plegia, or the degree of spasticity. Some cor- 
relation apparently does exist between sub- 
luxation and active shoulder range of mo- 
tion. Twenty-two of 28 patients with sub- 
luxation showed no active motion at the 
shoulder, and 6 had abduction ranging from 
15 to 35 degrees. Of 22 with no subluxation, 
20 showed active abduction from 25 to 90 
degrees, and 2 had no abduction. The weight 
of the paralyzed dependent extremity ap- 
parently stretches the muscles of the shoulder 
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joint, particularly the deltoid and supraspi- 
natus, which normally retain the humeral 
head in the glenoid fossa. Irreversible altera- 
tions in the bones, capsule, and muscles of 
the joint may result in irreversible subluxa- 
tion and pain. The overstretched capsule 
and muscles may limit whatever neuromuscu- 
lar function might return. 

Chronaxie determinations of the deltoid 
and supraspinatus muscles were carried out 
on all patients showing subluxation of the 
shoulder. All were normal, eliminating a 
lower motor neuron lesion. Electromyogra- 
phy in 6 patients showed no electrical re- 
sponse when the muscles were at rest, in- 
dicating that this was not a true flaccid 
paralysis following brachial plexus damage. 

During the period of flaccidity that follows 
the onset of hemiplegia, subluxation may be 
prevented by the use of an adequate arm 
sling to avoid the dependent position, al- 
though, in some cases, wearing the sling may 
disturb body balance. Electrical stimulation 
of the muscles is of dubious benefit. 


A Clinical Evaluation of Intramuscular 
Trypsin in the Treatment of 

Acute Thrombophlebitis 

W. A. REID, and A. H. WILKINSON, JR. J. M. A. 
Gecrgia 48: 16-18, 1959. 

Intramuscular administration of trypsin is 
an effective method of treatment in acute 
thrombophlebitis. Deep injection of 2.5 mg. 
in alternating gluteal regions is recommend- 
ed. Patients are restricted to bed rest without 
elevation of the lower extremities or applica- 
Penicillin 
and streptomycin are administered during 
the febrile phase. Ambulation is allowed 


tion of compression bandages. 


twenty-four hours after signs and symptoms 
abate, and the patient is discharged from the 
hospital the following day. 

Other than slight discomfort at the site of 
injection, no untoward local or systemic re- 
actions are noted during intramuscular tryp- 
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sin therapy. Clinical response is equal to that 
of intravenous heparin therapy without the 
danger of initiating bleeding manifestations. 
Pulmonary infarction occasionally occurs 
during the treatment of the patient with 
acute thrombophlebitis. 


Results of Radiation Treatment of 
Carcinoma of the Cervix 

in a Small Hospital 

©; S. PETERSON, JR., ond J. C. FOLEY. Am. J. 
Roentgenol. 81: 120-124, 1959. 

The success of radiation therapy for car- 
cinoma of the cervix depends upon individ- 
ual consideration, measurement, and careful 
calculation of radiation dosage for each pa- 
tient, as evidenced by the results of the treat- 
ment of 160 patients between 1938 and 1948. 
During the period between 1944 and 1948, 
an attempt was made to administer a mini- 
mum midpelvic dose of 4,000 r through ex- 
ternal portals, supplemented by transvaginal 
roentgen therapy to the cervix of about 
3,000 r. Results with transvaginal irradiation 
did not differ from those obtained with 
radium. 

Patients were divided according to the 
stage of the disease, so that varying series 
of cases might be more accurately compared. 
The absolute five-year survival rate for the 
entire ten-year period was 34 per cent. This 
must not be confused with cure rate, al- 
though it is a most important index of the 
success of treatment. In various series, rate 
of survival may be affected by age distribu- 
tion, socioeconomic status, and other factors. 


The Problem of Recurrent 
Incisional Hernia 
A. R. KOONTZ. Texas J. Med. 54: 833-836, 1958. 
Most incisional hernias can be prevented by 
proper closure during the primary opera- 
tion, abdominal fascia being closed by true 
fascia-to-fascia closure. Once incisional her- 
nias do occur, the operation should be per- 
formed early, since cure is easy in the early 
stages but difhcult later. Wire is preferred 
for suturing if infection exists, but when 
closure is sloppy, wire cuts through more 
readily than silk. 

(Continued on page 85A) 


GERIATRICS, JUNE 1959 











new 
Noludar 


300 


300 mg CAPSULES 


A good night’s sleep can be described in 
dozens of ways, but ‘‘natural’’ comes clos- 
est to the kind of sound, refreshing sleep 
your patients will enjoy when you pre- 
scribe new NOLUDAR 300. Unsurpassed 
safety... prompt action... 6 to 8 hours of 
undisturbed rest . . . and a cheerful awak- 
ening without barbiturate “‘hangover’’— 
such is the quality of sleep with NOLUDAR. 


Safe, non-barbiturate, non-addictive, emi- 
nently free of even minor side reactions. 


DOSAGE: Adults—One 300-mg capsule before 
retiring. Do not exceed prescribed dosage. 


NOLUDAR®—brand of methyprylon 


Sale ROCHE LABORATORIES 
Ka 2| Division of Hoffmann-La Roche Inc 


aw 
I 


) Nutley 10, New Jersey 


83A 








For this 
compelling 
reason... 


BONAMINE (not a phenothiazine derivative) 
prevents symptoms up to 24 hours 
with a single dose 
without incidence of serious side effects 
according to all published reports. 


BONAMINE’ 


brand of meclizine hydrochloride 


1D): 4 OL Oo ©) ts O75 (6) (690) 


in 





HMAUSECa 


INDICATIONS 


Nausea and vomiting of preg- 
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darum «+ Cerebral arteriosclerosis - 


and other geriatric indications- 
Emesis or dizziness associated 
with Meniére’s syndrome, radi- 
ation therapy, fenestration pro- 
cedures, labyrinthitis - Motion 


sickness from any kind of travel. 


vertigo vomiting 


BONAMINE Tablets, scored, tasteless, 
25 mg. Boxes of 8, bottles of 100 and 500. 


BONAMINE Chewing Tablets, pleas- 
antly mint flavored, 25 mg. Packages of 8. 
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BONADETTES® Tablets, raspberry 
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To permit approximation of the edges, 
relaxing incisions should be used freely, 
preferably in the fascia over muscles adja- 
the defect. If 
are made through fascia with no underlying 
will at that 
point. Far-and-near tension sutures are used 


cent to relaxation incisions 


muscle, a new hernia occur 
to distribute the tension over wide areas of 
the fascia. If the edges of the defect cannot 
be approximated, flaps of reinforced peri- 
toneum may be fashioned to close the de- 
fect. When closure is weak, a reinforcing 
agent, such as tantalum gauze, cutis grafts, 
or fascia transplants should be used. In her- 
nias so large that the sac encompasses most 
of the abdominal contents, preoperative 
pneumoperitoneum is essential in making 
the operation possible. 


Status of the Thyroid Gland After Age 50 


T. H. MC GAVACK and W. SEEGERS. Metabolism 8: 
136-150, 1959. 
The status of the thyroid gland was studied 
in 610 individuals in a chronic disease hos- 
pital and home for the aged, 501 of whom 
were over 60 years of age. This study in- 
dicated that there was a steady decrease in 
size and function of this gland with age. 
The most frequent thyroid abnormality 
was nontoxic nodular goiter, which was pres- 
ent in 4.2 per cent of those over 60. The 
basal metabolic rate and the I uptake de- 
creased with age through the fourth decade. 
In 75 per cent of individuals over 60 with 
low initial thyroid uptake, the response to a 
single dose of thyroid stimulating hormone 
was normal. A low radioiodine uptake in 
elderly subjects merely indicates a small need 
for thyroid individuals with 
diminished gonadal function. Wide variation 


hormone in 


in serum cholesterol and serum protein-bound 


iodine was found, and no definite correla- 
tion with physical status or other thyroid 
the 
nondiabetic individuals, the mean serum cho- 


measurements could be established. In 


lesterol level was 235 mg. per cent. In 54 
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subjects between the ages of 56 and 90, the 
mean serum protein-bound iodine was 5.94 
mg. per cent. 

Abnormal thyroid function and female 
genital tract disease can be associated. In 
this group of individuals, 35 per cent of the 
women with recognizable thyroid disease had 
abnormal function of the pelvic organs. 
Hysterectomy had been performed in 84 per 
cent for fibroids, cancer, and functional 
bleeding. In contrast, less than 7 per cent of 
the women without any thyroid disorder had 
at some time a clinically significant disturb- 
ance of the genital tract. 

Some clinically recognizable thyroid ab- 
normality existed in 7.5 per cent of the 501 
persons over 60. Nontoxic nodular goiter 
was found in 21, hyperthyroidism in 6, hy- 
pothyroidism in 2, diffuse nontoxic goiter 
in 6, and primary carcinoma of the thyroid 
in 2t 


The Early Detection of Malignant 
Conditions of the Gastrointestinal Tract 

H. L. SEGAL. New York J. Med. 59: 785-792, 1959. 
Early diagnosis of carcinoma of the esopha- 
gus demands thorough examination of the 
gullet of any individual over 40 who com- 
plains of mild symptoms directly or indirect- 
ly pointing to the esophagus. This examina- 
tion should include esophagoscopy, roentgen- 
ray examination, and, at times, esophageal 
cytology. 

All individuals 40 or over, regardless of 
presence or absence of gastrointestinal symp- 
toms, should have routine tubeless gastric 
analysis. If achlorhydria is present following 
caffeine stimulation and yet acid is secreted 
after Histalog stimulation, the analysis is 
repeated yearly. In patients over 50, a yearly 
gastrointestinal series is also performed. If 
achlorhydria is also present following Hista- 
log administration and the urine shows no 
uropepsin activity, achylia is present. These 
patients, as well as all pernicious anemia pa- 
tients, undergo yearly gastrointestinal roent- 
genographic examination. 

Any patients whose gastrointestinal symp- 
toms cannot be readily explained are sub- 
jected to roentgenologic examination, and, 
if results are equivocal, cytologic examina- 

(Continued on page 86A) 
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tion and gastroscopy are performed. If gas- 
trointestinal symptoms persist in such in- 
dividuals, exploration is indicated, regardless 
of all negative findings. Patients with gastric 
polyp, gastric ulcer, and abnormal rugal pat- 
tern, as well as those with family histories 
of gastric cancer, require proper management 
to exclude gastric neoplasia. 





Early diagnosis of small intestinal neo- 
plasms demands careful roentgenologic study 
of all patients with suspicious symptoms and 
duodenal aspiration for cytologic study in 
some instances. 

Tumors of the large intestine involve the 
part of the bowel visible by sigmoidoscopic 
examination in 70 per cent of cases. Patients 
over 40 should undergo yearly sigmoidoscop- 
ic study. Barium enema exaniination reveals 
neoplastic lesions involving the rest of the 
large intestine. All patients with undiag- 
nosed hypochromic anemia are subjected to 
barium enema study. 


The Management of Congestive Heart 
Failure with a Free Salt Intake 
1. $. ESKWITH. Am. J. Cardiol. 3: 184-191, 1959. 


Accumulation of edema fluid and pulmonary 
edema are the most obvious and salient fea- 
tures of congestive heart failure. Many dif- 
ferent regimens have been proposed for the 
management of edema fluid and its elimina- 
tion, including fluid restriction, liberal fluid 
intake without salt, and organomercurial 
diuretic therapy with restriction of salt in- 
take. All of these therapeutic approaches 
have been unsatisfactory in one or more 
ways. 

When mercurial diuretics are used with 
restriction of dietary salt, it is not uncommon 
to observe evidence of hyponatremia, or the 
low salt syndrome, and even renal failure. 
An attempt was made to show that cardiac 
patients can be maintained edema-free with- 
out restricting their salt intake, a therapeutic 
aim that was accomplished initially by main- 
taining patients on regular injections of 
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meralluride. However, the introduction of 
chlorothiazide (Diuril) has made mainte- 
nance even more satisfactory. 

Of 23 patients followed for an average of 
twenty months, results have been excellent 
in 19, fair in 3, and poor in 1. Chloro- 
thiazide was used as the mainstay of diuretic 
therapy, with mercurial diuretics given often 
enough to supplement this action. 

Since diuretic measures alone are adequate, 
it appears unnecessary to introduce the add- 
ed risk of salt depletion. Chlorothiazide re- 
moves both sodium and chloride as well as 
water and is not inactivated by the gastro- 
intestinal tract. The concomitant use of 
salt by the patient counteracts overly vigor- 
ous therapy and, at the same time, prevents 
loss of diuretic activity due to depleted sodi- 
um chloride levels. 


Old Age: Re-Housing People 

H. DROLLER. M. Press 241: 162-168, 1959. 
Special supervision and care during the 
transition from old to new dwellings are es- 
sential in elderly individuals rehoused from 
slum clearance areas. Since many of these 
very old people live alone, factors important 
for consideration in the problem of slum 
clearance and rehousing include standards 
in the home, immobility of the individuai, 
need for help in moving house, and_ the 
availability of domestic help. 

Standards of cleanliness and comfort vary 
considerably, depending upon pattern of 
habits and education as well as the amount 
of care exercised by younger members of the 
family. Often the new appliances in the new 
flat are not fully appreciated or utilized. In 
the purchase of new furnishings and furni- 
ture, the resident may be helped through 
grants from the National Assistance Board. 

Inadequate attention has been paid to 
the site of the new flat in relation to the 
proximity of shops and _postoffices. ‘Though 
many in this study were unable to walk any 
distance, no thought had been paid to this 
relative to preliminary inquiries. In general, 
elderly individuals have neither the imagina- 
tion nor the thoughtfulness to make such 
long-term plans. In their old surroundings, 
the walk to the postoffice and the cashing of 

(Continued on page 88A) 
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MORE SUITABLE FOR MORE 
PATIENTS FOR MORE SATISFYING SLEEP 





Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, eld- 
erly patients, patients with low vital capacity and poor respiratory reserve and those 
who are unable to use barbiturates because of hepatic or renal disease. Onset of sleep 
with Doriden is smooth and gradual, usually with no preliminary excitation. Doriden 
acts within go minutes, and sleep lasts for 4 to 8 hours, Except in rare cases, no “hang- 
over” or “fog,” because Doriden is rapidly metabolized. Average dose for insomnia: 
0.5 Gm. at bedtime. suppLiep: Tablets, Pr 
0.5 Gm., 0.25 Gm. and 0.125 Gm. DORIDEN sereoehami 


2/2615 MK (glutethimide crBa) 
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Bedridden and hospitalized 
patients needing sustained 
laxative medication appre- 
ciate Agoral especially .. .for 
both its pleasant flavor and 
its gentle, dependable action 
that promotes natural-bowel 
function. Prescribe 1 or 2 
tablespoonfuls of Agoral at 
bedtime for a normal bowel 
movement next morning. 
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the pension checks were generally highlights 





of the week for these people. Assessment ol 
mental fitness demonstrated that approxi- 
mately 11 per cent of the group suffered 
from some form of senile dementia. 

Persons with socially undesirable traits 
tend to gravitate to socially undesirable dis- 
tricts where their peculiarities excite no 
comment and where they may find help and 
friendship. Large slum clearance programs 
often bring these individuals into the open, 
and, when they are rehoused, their short- 
comings become quite obvious. Eventually, 
individuals find their 
care. The 
physical complaints of elderly persons are 


many of these way 


into institutional most common 
bad cough or some aspect of cardiorespira- 
tory symptoms. 

Following rehousing, a frequent complaint 
among these individuals was the cost of fuel. 
since the new, larger flats required more 
heat. This was in association with another 
complaint that the size of the flat made for 
more work. There was also general lack of 
enthusiasm for the bathrooms because they 
were cold and because a good deal of fuel 
was required in order to heat sufficient 
amounts of water. In addition, there was 
justifiable fear of not being able to get out 
of the bathtub, a situation which may be 
routine fitting of handrails. 
The most universal complaint was intense 


remedied by 


loneliness during the day. There was _no- 
place to go, no one to talk to, and little to do. 

It would appear wrong to herd old people 
into special housing projects; however, it 
would seem equally wrong to put them 
among a lot of active people in whose social 
lives they cannot actively participate. These 
individuals appear to need extra help from 
various welfare organizations and are more 
helpless than the average person of their 
age. Since the housing department and wel- 
fare services are generally overloaded, volun- 
teer organizations would seem to be the 
solution. 

(Continued on page 90A) 
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Results of Bilateral Adrenalectomy in the 
Management of Breast Cancer; A Report 
of 155 Cases 


A. A. FRACCHIA, A. |. HOLLEB, J. H. FARROW, 
N. E. TREVES, H. T. RANDALL, J. A. FINKBEINER, 
and W. F. WHITMORE, JR. Cancer 12: 58-68, 1959. 
Adrenalectomy has proved useful in certain 
patients with incurable breast cancer. AI- 
though the response to this therapy is at 
present uncertain, some criteria have been 
found useful in helping to predict its thera- 
peutic value in specific patients. When there 
is no detectable estrogenic activity as esti- 
mated by quantitative analysis of urinary 
estrogens or by serial vaginal smears, the 
operation is usually unsuccessful; the pres- 
ence of estrogenic activity does not, how- 
ever, guarantee a successful result. 

Patients who benefit from the adminis- 
tration of testosterone or corticosteroids and 
those who have previously benefited from 
castration are most likely to respond favor- 
ably. Failure to respond to these hormones 
does not preclude a remission following 
operation. 

Patients with inflammatory carcinoma; re- 
current involvement of breast, soft tissue, 
and skin; and bone metastases have the high- 
est percentage of regression, live the longest, 
and are often afforded the most satisfactory 
palliation. Those with bone metastases who 
show hypercalcemia do poorly. Patients 
whose visceral metastases produce functional 
disturbance have poor prognoses and prove 
to be poor operative risks. Adrenalectomy is 
of no benefit in subjects with preoperative 
symptomatic brain metastases. Combined 
oophorectomy and adrenalectomy produces 
a higher remission rate than surgical castra- 
tion followed by adrenalectomy; hypophysec- 
tomy after adrenalectomy seldom produces 
benefit. 

One hundred fifty-five patients with un- 
controlled mammary cancer were subjected 
to adrenalectomy alone or performed simul- 
taneously with or subsequent to oophorec- 


tomy. Valuable palliation for six months or 
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longer was obtained in 54, or 34.8 per cent. 
The criteria used were tumor regression with 
concomitant symptomatic relief and_ pro- 
longation of life. 


Emotional and Psychic Problems of 
Institutionalized Geriatric Patients: 
Evaluation of Hydroxyzine 
J. O. SMIGEL, K. J. LOWE, and M. GREEN. J. Am. 
Geriatrics Soc. 7: 61-66, 1959. 
Many elderly patients requiring institutional 
care manifest fear and anxiety. All feel a 
loss of security, not only financial but with 
respect to health, and have a deep fear of 
being uncared for in illness. A suitable tran- 
quilizer should bring calmness to such pa- 
tients by being effective over a prolonged 
period without appreciable side effects and, 
at the same time, without inducing a dan- 
gerous dissociation from reality. 
Hydroxyzine was given orally in dosages of 
25 mg. three times a day to a group of 101 
geriatric patients with emotional disturb- 
ances. These patients fell into 4 categories: 
39 patients with confusion, 12 with conver- 
sion hysteria, 45 with disorientation, and 5 
with senile anxiety and tension. Apart from 
the patients with conversion hysteria, all 
were insecure, 
tremulous, and mildly or moderately con- 


fearful, anxious, excitable, 
fused or disoriented. 

Benefit from hydroxyzine was obtained in 
91, or 90.4 per cent, of the patients. No 
serious side effects were noted, and no dis- 
sociation from reality or loss of mental -acuity 
was encountered. Slight drowsiness was ex- 
perienced by some patients at the beginning 
of treatment. Many of these patients had 
previously failed to respond to other forms 
of tranquilizing or analeptic therapy. 


Surgical Treatment of 
Hyperparathyroidism 
F. GLENN. Ann. Surg. 149: 305-320, 1959. 
The diagnosis of hyperparathyroidism should 
be considered in patients who have changes 
in the skeletal and urinary systems. Excessive 
secretion of parathormone results in a mo- 
bilization of fixed calcium stores in the 
bones, excretion of large quantities of cal- 
cium, and a decrease in serum phosphorus 
(Continued on page 92A) 
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levels. Secondary deposits of calcium occur 
early in the kidneys, producing calcinosis of 
the renal tissue and calculi in the renal 
pelvis, ureters, and bladder. With more 
widespread deposition of calcium, calcinosis 
takes place in blood vessels, pancreas, stom- 
ach, and soft tissues. Decalcification of bones 
results in loss of normal bone architecture 
and strength, cyst formation, and pathologic 
fractures. 

Primary hyperparathyroidism may be 
caused by hyperplasia, benign adenoma, or 
carcinoma. Meticulous and systematic pre- 
operative and operative examination of the 
neck is necessary, since difficulty may be an- 
ticipated in identifying the parathyroids that 
are in normal anatomic locations as well as 
in finding the parathyroid adenomas or 
carcinoma. Any difference in size of the two 
sides of the neck or the slightest distortion 
of the esophagus in an esophagogram may be 
valuable. During surgery, differences in col- 
or, size, and vascularity of one area of the 
thyroid gland may be significant. The ex- 
tremities of the thyroid gland are the com- 
mon sites for adenoma. If a lead is gained as 
to the location of the adenoma, it is well to 
explore this area first. If there is no indica- 
tion of location, then a systematic dissection 
is performed. 

About 20 per cent of patients with hyper- 
parathyroidism have more than one tumor; 
therefore, the exploration should be com- 
plete. The surgeon should spend as much 
time as is necessary to locate the cause of 
hyperparathyroidism or satisfy himself that 
the lesion is not in the cervical area. If he 
is convinced that a mediastinal exploration 
should be done, this procedure should be 
planned for a later date. 


The Endocrines in Old Age 
G. |. M. SWYER. M. Press 241: 208-211, 1959. 

Changes in the gonads and in steroid me- 
tabolism occur with advancing age. Ovarian 
activity ceases when all the follicles have 
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been used up and the ovary consequently 
no longer secretes estrogens. This physiolog- 
ically determined ovarian insufficiency is re- 
sponsible for the gradual or abrupt cessation 
of menstrual cycles. Because of decreased 
production and hence inhibitory effect of 
ovarian estrogens upon the pituitary gland, 
there is increased secretion of pituitary troph- 
ic hormones, especially gonadotrophins. The 
combination of lowered estrogen levels and 
altered thyroid and adrenocortical function 
is responsible for the usual menopausal 
symptoms. 

The only constant finding in testes of 
older men is a progressive increase in tubular 
The 17-ketosteroid ex- 
cretion with advancing age points to de- 
creasing activity of Leydig cells. The male 
climacteric affects only a small proportion of 


fibrosis. decline of 


men, usually those between 55 and 60. In 
men, estrogen output remains constant with 
increasing age, while, in women, the output 
declines between 40 and 60. With advancing 
age, the urinary excretion of corticosteroids 
changes very little, while that of 11-deoxy- 
17-ketosteroids decreases markedly due to 
changes in steroid production. 

Few endocrine diseases are notably com- 
mon in old age. Myxedema, common in 
women, has its greatest incidence at the time 
of the climacteric, as is also the case with 
Riedel’s and Hashimoto's diseases. Hyper- 
thyroidism in the elderly is often masked 
with prominent cardiac symptoms and signs 
and little or no evidence of eye signs, cu- 
taneous manifestations, or nervousness and 
excitability. Mental disturbances are com- 
mon, however. Pheochromocytoma and gran- 
ulosa-theca cell tumors are most frequently 
found in the fifth and later decades. 


Some Unusual Cases of Cerebral 
Tuberculosis 

A. B. KING. Bull. Johns Hopkins Hosp. 104: 75-88, 
1959. 

Tuberculous meningitis is more likely to 
occur in the younger age group, but it may 
occur at any age. Since, in adults, meningitis 
is one of the late developments of pulmo- 
nary tuberculosis, physicians are alerted to 
this disease when central nervous system 
symptoms appear. 


(Continued on page 96A) 
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“nutrition... present as a modifying or complicating 


factor in nearly every illness or disease state”! 


the 


in 
cardiac disease 


“B vitamins should be an inte- 
gral part of the treatment pre- 
scribed for any patient with 
cardiac disease... . / As a conse- 
quence of special low salt diets 
and diuretics prescribed to 
release the water held in the body fluids by an 
the B vitamins are ‘washed 
of the body with the salt, and the diffi- 
culties of the disease are compounded.’ 





excess of sodium, 
out’ 


Each Theragran supplies: 
Vitamin A 


25,000 U.S.P. units 


Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate . 10 mg. 
Riboflavin 10 mz. 


Niacinamide 


100 meg. 


g. 
Ascorbic Acid . 200 mg. 
Pyridoxine Hydvottidoride 5 mg. 
Calcium Pantothenate ; 20 mg. 
Vitamin B,, Activity Concentrate 5 meg. 
Dosage: | or more daily as indicated. 
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bottles of 
Theragran Junior, bottles of 30 and 100. 





-ationale 


in 
infectious disease 
“There are ample, critical, sta- 


indicate that good nutrition is 
important for optimal resist- 
ance to infection, fora superior 
tissue capability to cope with 
disease and injury, and for maximum anti- 
body formation,” 

“Fever also increases vitamin requirements. 
This is especially true of the B-complex and 
C vitamins. Liquid and soft diets, which are 
commonly prescribed early in disease, 
inadequate in these vitamins. It is advisable 
to give supplementary vitamin capsules dur- 
ing the actual illness and convalescence.”6 


are 


References:1. Youmans, J. B.: Am. J. Med. 
25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
presented at Conference on Metabolic 
Factors in Cardiac Contractility, N. Y. Acad. 
Sciences, New York City, N. Y., March 
18-19, 1958. 3. Fernandy-Herlihy, L.: 

Lahey eng Bull. 11:12, July-Sept. 1958. 
4. “x T : J.A.M.. a 167:675, June 7, 
1958. gitets S. L.: Ann. N. Y. Acad. 
Sci. 3: 147, Oct. 28, 1955. 6. Pollack, H., and 
Halpern, S. L.: Therapeutic Nutrition, 
National Academy of Sciences and National 
Rese “x Council, Washington, D. C., 1952, 





p- 54. 7. Kountz, W. B.: Mod. Med. 25:102, 
Aug. ‘é 1957. 8. Sebrell, W. H.: Am. J. Med. 
25:673, Nov. 1958. 
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The majority of patients with tuberculosis 
admitted to tuberculosis hospitals today are 
over 40 years of age and 20 per cent are over 
60. Many infections in the geriatric patient 
are recent acquisitions and not relapses of 
old processes. The geriatric patient simulates 
the child to some degree, so the tuberculous 
infection pursues the same course in both 
instances. 

All 4 geriatric patients studied were in the 
advanced course of their disease before treat- 
ment was started. All had negative chest 
films, which delayed the diagnosis. None was 
operated upon, since the lesions were silent 
in producing symptoms of intracranial hy- 
pertension or of local neurologic deficits. 
Autopsy examination failed to disclose any 
that 
could account for the deaths. It appeared 


other disease process of significance 


that tuberculosis alone was responsible. 


Excision followed by intensive antibiotic 
therapy is the treatment of choice in cerebral 
tuberculosis. The incidence of tuberculomas 
excised in relation to brain tumors in the 
United States is between 1 and 2 per cent. 
Thus the relative infrequency of the dis- 
order, even when symptoms of an_ intra- 
cranial mass are present, may fail to alert us 
io the possibility of a tuberculoma. Treat- 
ment must be early and vigorous, and sur- 
gical excision of tuberculomas of significant 


size must be considered whenever applicable. 


Haemachromatosis: A Review, and Report 
on Five New Cases 


J. V. DEMPSEY, H. T. BARNIVILLE, and M. |. DRURY. 
J. Irish M. A. 44: 64-75, 1959. 


Hemochromatosis is characterized by the 
triad of diabetes mellitus, skin pigmentation, 
and cirrhosis of the liver. It is probably due 
to an inborn error of metabolism causing an 
abnormality of the mucosal iron absorption 
blocking mechanism. Pathologically, exces- 
sive amounts of hemosiderin, hemofuscin, 
and melanin are deposited in widespread 
areas of the body, the liver, pancreas, myo- 
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cardium, and skin being especially involved. 

The disease is found predominantly in 
men over the age of 45. A familial incidence 
may occur. Diabetes mellitus, weakness, and 
weight loss are the commonest presenting 
symptoms, and pigmentation of the skin oc- 
curs in approximately four-fifths of patients. 
Diabetes supervenes in most patients, and a 
large, firm, palpable liver is usually found, 
with liver function tests commonly normal. 
Hepatomas occur as a complication in up 
to 20 per cent of patients. Besides diabetes, 
other encountered 
include hypogonadism and hypopituitarism. 


endocrine disturbances 
Abdominal pain and splenomegaly are oc- 
casionally seen. 

Average duration of life is about four and 
a half years after onset of symptoms. The 
main causes of death are heart failure from 
myocardial involvement in younger patients 
and hepatoma in older subjects, while hepa- 
tocellular failure and portal hypertension 
are seen at all ages. 

Diagnosis of hemochromatosis is made by 
liver biopsy and estimation of serum iron, 
which is invariably elevated. Treatment con- 
sists of repeated venesection and manage- 
ment of diabetes. 


Medical Care for the Aged. III: Viewpoint 
of Organized Medicine. 1V: The Hospital's 
Viewpoint 

Ill: H. A. HOLLE. IV: J. 
Health 49: 173-180, 1959. 


P. DIXON. Am. J. Pub. 
The Committee on Aging of the American 
Medical Association does not wish to con- 
sider the older person in our society as a 
member of a distinct and isolated group, for 
the needs of persons of all ages are basically 
the same and the older American of today 
is in no way comparable to the elderly citi- 
zen of a century ago. However, from several 
viewpoints, the senior citizen today is iso- 
lated, and this is a considerable economic 
burden to our society. This isolation is mani- 
fest in the various retirement policies which 
require retirement at a certain age. Many 
health problems are directly related to the 
inactivity forced upon older persons by so- 
ciety’s artificial boundaries, and the problems 
of medical care, including financing, could 
(Continued on page 98A) 
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be considerably alleviated if the older citizen 
were not forced into this artificial shell of 
inactivity. 

Through the use of voluntary health in- 
surance programs allowing continued cover- 
age regardless of age, primary enrollment not 
based on age, permanent prepayment cover- 
age, continued protection to survivors, and 
prefunded paid up policies, the older per- 
son could have adequate medical coverage. 
In addition, a realistic attitude toward the 
question of retirement would keep the older 
member of society alert and active and allow 
him his own choice of medical care and 
method of payment. 

The attitude and viewpoint of a number 
of average voluntary general hospitals is 
that federal financial assistance will be nec- 
essary in order to meet the hospital care 
needs of the older age group; present com- 
mercial insurance policies cannot be ex- 
pected to meet the needs of this growing seg- 
ment of the population. The exact method 
of financial participation in the payment of 
hospital costs through federal aid has not 
been unanimously agreed upon, although 
the OASI program is favored at present. One 
large area of controversy is that of federal 
medical services and the consequent relation- 
ship between the practice of medicine under 
one system of federal aid and hospital care 


costs under another. 


Urinary Infections in Paraplegics 


T. L. C. COTTRELL, D. ROLNICK, and F. A. LLOYD. 
Rocky Mountain M. J. 56: 66-69, 1959 (March). 


The probability of producing a lasting cure 
for infections of the bladder depends on 
adequate detrusor muscle activity and is de- 
creased in the presence of prolonged catheter 
drainage. 

The sulfonamides Gantrisin and Thiosul- 
fil are effective in treating paraplegic pa- 
tients with urinary infections, except in those 
cases in which prolonged catheter drainage is 
necessary. One hundred fifty-two para- 


plegic patients were divided into 3 approxi- 
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mately equal groups of which 1 group was 
given Thiosulfil; another, Gantrisin; and the 
control group, salt or aspirin. Urinalysis re- 
verted to normal in 53 per cent of the Thio- 
sulfil group and in 48 per cent of the Gantri- 
sin treated patients. Improvements of 44 and 
35 per cent were noted in the salt control 
and aspirin control groups, respectively. ‘Thio- 
sulfil was ineffective in only 7 per cent of the 
urinalyses, while Gantrisin was_ ineffective 
in 28 per cent. Twenty-three per cent of the 
salt treated patients and 12 per cent of the 
aspirin treated control group had an increase 
in cell counts on microscopic examination 
of urine. 

The majority of urine cultures in all 3 
groups were positive. The improved cultures 
occurred mainly in those cases with efficient, 
automatic type bladders. Bacillus coli and 
Proteus were the most common organisms 
isolated, and only rarely could they be elimi- 
nated. The most common organisms eradi- 
cated by either of the chemotherapeutic 
agents were, in order of frequency, Aerobac- 
ter aerogenes, Pseudomonas aeruginosa, and 
Klebsiella pneumoniae. Only one case of tox- 
icity was noted in the Thiosulfi] group as 


compared to 7 in the Gantrisin group. 


Adenocarcinoma of the Meibomian Gland 

E. C. SWEEBE and D. G. COGAN. Arch. Ophth. 61: 
282-290, 1959. 

In the early stages, meibomian gland car- 
cinomas are frequently mistaken for chronic 
chalazia. These tumors present a firm, non- 
tender, painless nodule in the tarsus of the 
lid, sometimes appearing slightly yellow on 
the conjunctival surface. The distinction be- 
tween these two lid lesions is particularly im- 
portant because meibomian gland carcino- 
mas do possess metastatic tendencies. 

Ideally, every chronic chalazion should be 
examined for malignancy, particularly in 
adults over 40 years of age. Histologic ex- 
amination is definitely indicated in any le- 
sion resembling a chalazion which fails t& 
respond to the customary therapy or recurs 
after spontaneous rupture. 

Of 8 patients with meibomian gland car- 
cinomas, 6 had initial diaguoses of chalazion. 
Mean age of patients at onset of tumor was 
58 years, and the average duration of tumor 
before initiation of therapy was two years. 
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ae y 7 
tablets | once-d-day dosage 


The specific pharmacologic proper- 

ties of DIABINESE— high activity, 

freedom from metabolic degradation, 

and gradual excretion — permit (1) 
~~ prompt lowering of elevated blood 
sugar levels without a “loading” dose, 
and (2) smooth, sustained mainte- 
nance “devoid of...marked blood 
sugar fluctuations’? on convenient, 
lower-cost, once-a-day dosage. This 
is the consensus of extensive clinical 
literature.’-!! Widespread use of 
DIABINESE Since its introduction has 
confirmed the low incidence of side 
effects reported by the original in- 
vestigators. 





Thus, DIABINESE merits first consid- 
eration for any diabetic presently 
receiving or potentially better man- 
aged with oral therapy — including 
many diabetics for whom previous 
oral agents have proved ineffective. 
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mg., bottles of 60 and 250; 100 mg., 
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Annual New England Conference Planned 
The Third New England Conference on 
(ging will be held June 16 at the University 
of Rhode Island in Kingston under the spon- 
sorship of the New England Gerontological 
Association, the University of Rhode Island, 
and the Rhode Island Advisory Committee 
on Aging, the latter serving as host. With 
\ccent on the White House Conference: Its 
Challenge to the New England Area as its 
theme, the Conference will focus on identify- 
ing unmet needs, mobilizing resources to do 
an effective job, organization and activities 
at the state level, community organization 
and local responsibility for action, and re- 
search and reports in gerontology. Recog- 
nized authorities will be available in the 
general sessions and workshops to discuss the 


problem areas of health, housing, income, 


g, 
employment, retirement, education, recrea- 
tion, and research. 

The morning session will be devoted to 
discussion of White House Conference on 
Aging—A Citizens Conference—A Total Na- 
tional Effort, and, in the afternoon, five con- 
current workshops will be presented, with 
participants consisting of New England spe- 
cialists and “Golden Agers” themselves who 
will discuss State Action and Community Or- 
ganization, Employment and _ Retirement, 
Rural Unmet Needs, Standards for Senior 
Centers and Developing Leadership for Sen- 
ior Activities, and What Older Adults De- 
sire for Leisure Time Activities. 

\ meeting of the Board of Directors of 
the New England Gerontological Association 
will be held preceding the Conference on 


the afternoon of June 15, and a Seminar on 
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All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


Research will be conducted on the evening 
of June 15, to which members, invited guests, 
and others interested are welcome. 

Mrs. Mary C. Mulvey, chairman of the 
Rhode Island Advisory Committee on Aging, 
is general chairman of the Conference, and 
Professor Marcus C. S. Noble, Jr., Depart- 
ment of Psychology and Education, Univer- 
sity of Rhode Island, is co-chairman. For 
room reservation and Conference dinner and 
registration, write to Professor Noble at Box 
26, Kingston, Rhode Island. 


Geriatrics Society to Meet 

The American Geriatrics Society will hold 
its sixteenth annual meeting June 4 and 5 
at the Traymore Hotel in Atlantic City. 
Topics to be discussed include management 
of prostatic disease in the aged, operability 
in the young and aged, cancer control in 
view of its present backgrounds, chemopalli- 
dectomy and chemothalamectomy for parkin- 
sonism patients over 60, the mechanism of 
aging, cancer and the aging process, coronary 
artery disease, steriod hormones and aging, 


carcinoma of the lung, 


and psychiatric as- 
pects of aging. Panel discussions will be de- 
voted to problems of the aged in industry, 
concepts of the medical profession in rela- 
tion to aging, surgery in the aged, and ad- 
vances in the diagnosis and treatment of 
cerebrovascular disease. Further information 
may be obtained from the Society at 2907 
Post Road, Greenwood, Rhode Island. 


Michigan Conference to be Held 
The University of Michigan’s twelfth annual 
Conference on Aging will be held June 22 
to 24 at Ann Arbor. The Conference theme, 
Designs for Retirement, will be discussed as 
it relates to health, financing, housing, prep- 
aration for retirement, and use of time after 
retirement, thus providing five complete con- 
(Continued on page 102A) 
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ferences within one. Each person attending 
will enroll in the conference of his choice 
but will also have opportunity to participate 
in the over-all Conference through several 
genera! assemblies and social hours. For 
further information, write to Dr. Wilma 
Donahue, Chairman, Division of Gerontol- 
ogy, 1510 Rackham Building, University of 
Michigan, Ann Arbor. 


Joint Council Plans Meeting 

The First National Conference of the Joint 
Council to Improve the Health Care of the 
Aged, which was established by the American 
Dental, Hospital, Medical, and Nursing 
Home Associations, is scheduled for June 12 
to 14 at the Sheraton Park Hotel in Wash- 
ington, D.C. Approximately 500 representa- 
tives of the state affiliates of the four nation- 
al associations are expected to attend the 
Conference, where discussion will center on 
the establishment of joint councils at the 
state level for cooperative effort, planning, 
and action and the role these state councils 
will play in preparation for the Second 
White House Conference on Aging to be 
held January 1961. For further information, 
write to the American Nursing Home As- 
sociation, 1346 Connecticut Avenue, Wash- 
ington 6, D.C. 


Gerontological Society 

Calls for Papers 

July 15 is the deadline for submitting ab- 
stracts of papers to be considered for pre- 
sentation at the twelfth annual scientific 
meeting of the Gerontological Society, Inc., 
which will be held at the Statler Hotel in 
Detroit November 12 to 14. Abstracts should 
be submitted to the chairman of the ap- 
propriate section: biologic sciences, Dr. War- 
ren Andrew, Department of Anatomy, Uni- 
versity of Indiana School of Medicine, In- 
dianapolis 7; clinical medicine, Dr. Robert 
T. Monroe, Geriatric Clinic, Peter Bent 
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Brigham Hospital, 270 Commonwealth Ave- 
nue, Boston; psychologic and social sciences, 
Dr. Marion Bunch, Department of Psycholo- 
gy, Washington University, St. Louis; and 
social welfare, Mr. Jerome Kaplan, Mansfleld 
Memorial Homes, Inc., Walpark Building. 
Mansfield, Ohio. 

The abstracts should be submitted in 
duplicate and double-spaced and include the 
title, author, and institution or laboratory 
of origin. They should not exceed 250 words 
and should state the purpose of the investi- 
gation, the general methods, material, and 
results or conclusions. The author should 
also indicate whether he will present lantern 
slides and, if so, the size. Members of the 
individual sections are asked to make their 
paper conform with the theme of the meet- 
ing, New Frontiers of Research and Train- 
ing in Gerontology, and to put special em- 
phasis on new findings and their significance 
for scientific and social progress in the field 
of gerontology. The section on clinical medi- 
cine invites papers and exhibits in the fields 
of dental medicine, veterinary medicine, and 
nursing as well as regular clinical papers. 
Abstracts of exhibits should be sent to the 
chairman of the Exhibits Committee, Dr. 
Leo Gitman, Brooklyn Hebrew Home and 
Hospital for the Aged, Howard and Dumont 
Avenues, Brooklyn 12. 

For further information, write to the Pro- 
gram Chairman, Dr. Wilma Donahue, Divi- 
sion of Gerontology, University of Michigan, 
Ann Arbor. 


Leadership Training Institute 

As a cooperative effort with the University 
of Michigan, the Special Staff on Aging of 
the U. S. Department of Health, Education, 
and Welfare will conduct a National Lead- 
ership Training Institute for the White 
House Conference June 24 to 26 at Ann 
Arbor. The Institute will convene following 
the University of Michigan’s twelfth annual 
Conference on Aging. The Institute, which 
is designed for those individuals responsible 
for local, state, and national activities in 
connection with the White House Confer- 
ence, will be concerned with the purposes, 
objectives, and procedures of the Confer- 

(Continued on page 107A) 
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ence, with the aim of helping the organiza- 
tions at all levels plan their programs and 
activities for 1959-1960. 


Senior Citizens to Meet 

The first annual Convention of Seniors In- 
ternational will be held in Lakeland, Florida, 
June 10 to 13. Seniors International is a 
newly organized group which is an out- 
growth of National Meetings for Members of 
Senior Citizen Clubs held in St. Louis in 
1958 and in New Orleans in 1957. Attending 
the convention will be representative older 
people from local clubs. 


Southeastern Conference to be Held 

Older People in Small Communities and 
Rural Areas will be the theme of the South- 
eastern Regional Conference of The National 
Committee on the Aging which will be held 
in Durham, North Carolina, October 19 to 
21. The discussion will center on how to 
meet the needs of older people in small 
communities and rural areas where the wide 
range of social services and health facilities 
to be found in cities is not available, and 
speakers will point out the various sources 
of help for older people in the South such 
as state agencies, churches, and farm groups 
as well as national resources. Participating 
in the Conference, which is co-sponsored by 
the Governor of North Carolina’s Coordinat- 
ing Committee on Aging, will be members 
of The Committee living in the region and 
the faculty of Duke University. 

. 


Regional Conferences Planned 

The Governor’s Council on Aging of the 
state of Washington will co-sponsor, with 
local committees, four regional conferences 
on aging in September and October. Floyd 
C. Miller, chairman of the Council, has ap- 
pointed Frederic T. Giles, president of Ever- 
ett Junior College and Council member, 
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chairman of the conference planning com- 
mittee. Objectives of the conference will be 
to secure first-hand reports about what is 
being done and what needs to be done on 
the problems and needs of aging persons in 
the various areas of the state and to stimulate 
local groups in their activities and services 
through conference participation. Tentative 
headquarters for the four conferences are 
Ephrata, Walla Walla, Longview, and Seat- 
tle. 


National Forum Schedules Meeting 

The National Health Forum, an annual con- 
ference sponsored by the National Health 
Council, will hold its 1960 meeting in Miami 
Beach the week of March 13, with the theme 
Health of Older People. Dr. Edward L. 
Bortz, former president of the American 
Medical Association and now chief of the 
medical service at Lankenau Hospital, Phila- 
delphia, will serve as chairman of the Forum. 
Further information may be obtained from 
the National Health Council, 1790 Broad- 
way, New York City 19. 

a 


European Gerontologic Section to Convene 
The European Clinical Section of the In- 
ternational Association of Gerontology will 
meet June 25 to 28 in Nancy and Vittel, 
France. Subjects to be discussed include the 
treatment of apoplectic ictus and the degen- 
erative disorders of bones and joints in old 
age. Further information may be obtained 
by writing to the chairman of the Associa- 
tion, Professor R. Herbeuval, 43 Avenue 
Foch, Nancy, France. 
e 


Canadian Association to Meet 

The Canadian Association of Physical medi- 
cine and Rehabilitation will hold its seventh 
annual meeting in the Lord Nelson Hotel, 
Halifax, Nova Scotia, June 4 to 6. All physi- 
cians interested in physical medicine and re- 
habilitation are invited to attend the con- 
ference. For further details, write to the 
secretary of the Association, M. Mongeau, 
M.D., 6265 Hudson Road, Montreal 26, 
Quebec, Canada. 

(Continued on page 109A) 
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Italian Society Plans Congress 

The 47th National Congress of the Italian 
Society of Obstetrics and Gynecology will be 
held September 27 to 30 in Bari, Italy. 
Among the topics to be discussed are the 
anatomy and physiology of the cervical mu- 
cosa, the effect of radiation on the endo- 
metrium, and the anatomy and biochemistry 
of the uterine musculature. 


Other Meetings of Geriatric Interest 

June 8 to 1l—American Hearing Society, 
annual meeting, Miami Beach. 

June 8 to 12—American Medical Associa- 
tion, annual meeting, Atlantic City. 

June 21 to 26—American Physical Therapy 
Association, annual conference, Minneapolis. 

September 3 to 8—National Council on 
Psychological Aspects of Disability, annual 
convention, Cincinnati. 

September 6 to 12—World Confederation 
for Physical Therapy, third congress, Paris, 
France. 

September 28 to October 2—National Rec- 
reation Congress, forty-first annual meeting, 
Morrison Hotel, Chicago. 

October 23 to 25—American Heart As- 
sociation, thirty-second annual scientific ses- 
sions, Philadelphia. 

November 29 to December 2—National So- 
ciety for Crippled Children and Adults, Inc., 
annual convention, Palmer House, Chicago. 

December 8 to 9—National Social Welfare 
Assembly, annual meeting, Hotel Biltmore, 
New York City. 

December 9 to 10—The National Commit- 
tee on the Aging, annual meeting, Hotel 
Biltmore, New York City. 

January 1961—Second White House Con- 
ference on Aging, Washington, D.C. 

* 

Postgraduate Courses and Workshops 
A course on Social and Psychological Problems 


of the Aged will be offered by the School of 
Social Work of the University of California 
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in Berkeley at its summer session, with 
Bernice L. Neugarten as instructor. Further 
information about the course, which is sched- 
uled for Tuesday and Thursday evenings 
from June 18 to July 28, may be obtained 
from the School of Social Welfare or the Uni- 
versity Summer Sessions Office in Berkeley. 


A Workshop in Gerontology will be pre- 
sented at the San Jose State College June 
15 to 19 under the leadership of Mrs. Helen 
S. Wilson, extension specialist in gerontol- 
ogy from the University of New Hampshire. 
For further information, write to Dr. Joe H. 
West, Dean, Educational Services and Sum- 
mer Sessions, San Jose State College. 

The Gustavus Adolphus College, St. Peter, 


Institute in 
Gerontology August 31 to September 1. Fur- 


Minnesota, will present an 


ther information may be obtained from Wen- 
dell M. Swenson, Director of Summer Ses- 
sions at the College. 


Recent Grants for Research and Education 
The American Public Welfare Association 
has been awarded a grant of $380,000 by the 
Ford Foundation for research and training 
activities to improve services aimed at help- 
ing older persons to live independent lives. 
The Association will make a selective evalua- 
tion of the major welfare services applicable 
in helping older persons avoid complete re- 
liance on welfare support and, through the 
cooperation of local welfare departments, 
will develop a set of guiding standards and 
recommendations. These departments will 
be assisted with the expenses of training of 
their staffs in the preventive and rehabilita- 
tive services for the aging so that they can 
serve as national models. 


The Ford Foundation has awarded a grant 
of $200,000 to the Duke University Center 
for the Study of Aging to support, over a 
period of approximately four years, research 
on the socioeconomic problems and_ poten- 
tials of older people. An investigation will 
be made of the social and economic factors 
which limit the opportunities of the aged for 
employment and useful activity and will be 
focused on the three general areas of work 

(Continued on page 110A) 
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and retirement, family relationships and re- 
tirement, and the interrelationships between 


these two. 


The Frederick and Amelia Schimper Foun- 
dation has awarded a grant of $18,000 to 
The National Committee on Aging to con- 
duct a twelve-month preliminary study of the 
problems of dependency and guardianship 
of older people. The Committee decided to 
make the study after independent surveys 
stressed that considerable numbers of older 
persons in the country today could not han- 
dle their own affairs, financial and other- 
wise, because of mental and physical de- 
terioration. In requesting the funds, The 
Committee pointed out that, while so-called 
senility is not necessarily correlated with 
brain damage and the condition may be 
ameliorated with favorable environment, diet, 
or drug therapy, neither legal sanctions nor 
social practice has taken cognizance of 
this situation. It was further pointed out that 
guardianship laws vary in both content and 
administration and often do not apply to 
the particular needs of older people, with 
the public guardian usually responsible only 
for the property and not the person. 


The Ford Foundation has awarded a grant 
of $25,000 to the Gerontological Society to 
support a series of related activities designed 
to stimulate research on the meaningfulness 
of activities and use of time of older and 
middle-aged people. The grant was made in 
response to a proposal of the Subcommittee 
on Psychological and Social Sciences of the 
Research Grants and Fellowships Committee 
of the Society. The project will be concerned 
principally with three aspects of time usage 
and activities, including the amount of free 
time, the kind of activities with which time 
is filled, and the meaning these activities 
hold for individuals. 


The United States Office of Vocational 
Rehabilitation has made a grant to San 
Diego State College for an Institute on Men- 
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tal and Physical Rehabilitation of the Aging 
to be held August 31 to September 2. The 
institute, which will be attended by physi- 
cians, nurses, psychologists, physical and oc- 
cupational therapists, operators of homes for 
the aged, and others who work with older 
persons, is intended for persons living in 
the western states, Hawaii, and Alaska. For 
further information, write to Oscar J. Kap- 
lan, San Diego State College, San Diego 15. 


The National Institutes of Health recently 
awarded a grant of $157,447 to the Univer- 
sity of Chicago for a research addition to the 
Chronic Disease Hospital. The grant was 
one of 45, totaling $4,861,944, which were 
awarded on a matching basis to 40 institu- 
tions in 26 states to help build and equip 
additional health research facilities. 

. 


Social Gerontology Professorship Open 
Victor I. Howery, Dean of the School of So- 
cial Work, University of Washington, Seat- 
tle, has announced a vacancy for a faculty 
member to assume primary responsibility 
for strengthening and expanding the cur- 
riculum in Social Gerontology, which will 
involve the teaching of a seminar and field 
work consultation with affiliated agencies. 
The faculty member will also direct research 
on problems of the aging and serve as a 
liaison agent from the School of Social Work 
with appropriate community agencies and 
organizations. Eligibility requires competence 
in social casework, community organization, 
or social group work and experience in so- 
cial service programs dealing with services to 
senior adult citizens. Applicants should write 
to Dean Howery at the University. 
e 


Essay Contest Announced 

The Gerontological Research Foundation 
will offer two awards in its Annual Essay 
Contest, one going to students in biology and 
medicine and the other to students in psy- 
chologic and social sciences and social wel- 
fare. The awards, which are for one hun- 
dred dollars each and which will be present- 
ed at the twelfth annual meeting of the 
Gerontological Society to be held in De- 
troit in November, will be made for recent 

(Continued on page 112A) 
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research studies, particularly where there is 
evidence of original thinking on the part 
of the writer. Essays should not exceed 1,500 
words and should be submitted in triplicate 
no later than August | to Scientific Director, 
Gerontological Research Foundation, 5600 
Arsenal Street, St. Louis. 


Report on the Forand Bill 

A recent report on the bill for health care 
of the aged sponsored by Representative 
Aime Forand indicates that the proposal to 
offer Old Age and Survivors Insurance re- 
cipients medical and nursing home benefits 
through the social security system would cost 
one billion dollars. The report, which was 
prepared by the Department of Health, 
Education, and Welfare and which gave no 
recommendations but merely listed the costs 
and problems involved, noted that “because 
both the number and proportion of older 
persons in the population are increasing, a 
satisfactory solution to the problem of pay- 
ing for adequate medical care for the aged 
will become more rather than less impor- 
tant” but, further, that “in our socicty the 
existence of a problem does not necessarily 
indicate that action by the federal govern- 
ment is desirable.” 

The report further pointed out that about 
10 per cent of the 15.3 million persons in 
this country 65 and over have some type of 
private health insurance, as compared with 
only about 25 per cent in 1952, and that, if 
the yearly increase continues, about 70 per 
cent of the aged beneficiary group will have 
some form of health insurance by 1970. In 
addition, the report discussed some of the 
alternatives to social security health insur- 
ance, outlining plans for federal subsidies 
to private health insurance companies, gov- 
ernment reinsurance of private companies, 
direct federal help to persons unable to meet 
medical bills, and expansion of voluntary 
insurance plans. 


No specific administration recommenda- 
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tions were made, but, according to Arthur 
S. Flemming, secretary of the Department 
of Health, Education, and Welfare, these 
will come after “an analysis of the policy is- 
sues involved.” 


Gerontologist Notes New Family Structure 
According to Dr. Wilma T. Donahue, chair- 
man of the University of Michigan Division 
of Gerontology and associate editor of Geri- 
atrics, 5- and 6-generation families may be- 
come commonplace in the future. In key- 
noting the fourth annual Age of Opportuni- 
ty conference sponsored by the University’s 
Extension Service and the Detroit Federation 
of Women’s Clubs, Dr. Donahue said that 
the 4-generation family has become typ:cal 
of midcentury America, with one survey of 
college students showing that nearly half had 
a total of 7 or more living parents, grand- 
parents, and greatgrandparents. She further 
pointed out that forces which have affected 
family structure in the last fifty years include 
economic industrialization, which has de- 
stroyed the family as an economic productive 
unit, leaving a “nuclear family” made up 
only of parents and their immature children; 
increased opportunities for working women, 
which are accompanied by the development 
of social institutions to fulfill many tradi- 
tional family functions, such as care of the 
sick, education, entertainment, and religious 
instruction; decline in birth rates, accom- 
panied by a reduction in average family 
size; and improved health, which has cut 
the number of family units dissolved by 
death some 40 per cent since 1900. 


Retirement Preparation at Home 
Through subscription to Retirement Plan- 
ning News, an 8-page monthly periodical 
published by the Retirement Council, Inc., 
Stamford, Connecticut, some companies have 
made it possible for their older workers to 
study a retirement preparation program in 
their own homes. The illustrated periodical, 
which can be sent to employees’ homes by 
their companies or by the Council, provides 
information on such subjects as how to bud- 
get finances for retirement living, preserve 
(Continued on page 116A) 
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health in later years, decide where to live, 
plan a retirement home and garden, handle 
personal problems and family relations, find 
the best sports and recreation, find the most 
satisfying use of retirement leisure, develop 
an interest in arts, crafts, hobbies, or com- 
munity activity, and plan a second career 
and where to travel. For further informa- 
tion, write to the Council at One Atlantic 
Street in Stamford. 


Social Welfare Training Group 

A student’s unit from the School of Social 
Welfare of the University of California at 
Los Angeles was established last September 
at the Los Angeles County Senior Citizens 
Service Center for the purpose of sharpen- 
ing and increasing the skills of these future 
social work practitioners in a realistic setting. 


Ihe student’s unit is comprised of five first- 


year students who work with a selected num- 
ber of older people at the Center for two 
full days a week under the guidance and 
supervision of their field teacher. The stu- 
dents also participate in a follow-up study 
of boarding homes and nursing homes for 
the aged and work on some aspects of com- 
munity organization projects carried by the 
Center. At the end of the scholastic year, an 
evaluation of this training experiment is 
made by the University in cooperation with 
the Center. 


More Health Policies Available 

Newly entered in the field of health in- 
surance for people past 65 are the Mutual 
Benefit Health & Accident Association, 
Omaha, which is offering its Senior Security 
Policy in Texas, Louisiana, and Oklahoma, 
and the Fireman’s Fund Insurance Com- 
pany, San Francisco, which has made its 
Fund/65 Plan available in California. Both 
policies follow the informal group principle, 
enrolling everyone past 65 within a state as 
members of the group. The Continental 

(Continued on page 118A) 
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This controlled labo- 
ratory experimenta- 
tion once again con- 
firms the efficacy of DIAPARENE CHLORIDE’S 
antibacterial activity. 
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TETRACYCLIN E—antibiotic activity against the broad range 
of susceptible organisms 


NYSTATIN— antifungal protection against 
monilial superinfection 
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glucosamine-potentiated tetracycline with nystatin 
capsules 
250 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) plus 

} 250,000 u. nystatin 
oral suspension 

, orange-pineapple flavored, 2 oz. bottle, 
each teaspoonful (5 cc.) contains 

| 125 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) 

' plus 125,000 u. nystatin 

| ( Pfizer) Science for the world’s well-being 
Pfizer Laboratories, 

Division, Chas. Pfizer & Co., Inc, 

) Brooklyn 6, N. Y. 

) 
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Casualty Company, which first offered its 
65 Plus policy in Iowa and then added Wis- 
consin, Illinois, and Indiana, has now made 
the policy available in California, Connecti- 
cut, New York, New Jersey, Delaware, Mary- 
land, Ohio, and Pennsylvania. 


Community Development Planned 

Senior Citizens Retreat, Inc., of Las Vegas 
has been established by Painters Local 159 
as a sponsoring agency to construct a seven- 
million-dollar facility for older persons, with 
financing under the Federal Housing Ad- 
ministration. To be located on an 80-acre 
plot about one mile from the center of Las 
Vegas, the 640-unit development is sched- 
uled for occupancy by December 1960. There 
will be at least one 6-story building, with 





one- and two-story facilities of about 20 units 
grouped around the taller structure. 


Head to Aging Study Named 

Senator Pat McNamara of Michigan has ap- 
pointed Sidney Spector, director of the 
Clearing House on the Aging for the Coun- 
cil of State Governments, to head the staff 
of the special Senate study of the problems 
of the elderly. Dr. Harold L. Sheppard, pro- 
fessor of sociology at Wayne State University, 
Detroit, has been named research director 
for the Senate Labor Subcommittee that will 
conduct the investigation. 


e 
EDITOR'S NOTE 


The last sentence in the far left column in 
the Looking Forward department of the May 
issue of Geriatrics should read “As evidenced 
by the results of a study of 105 surgically 
treated hypertensive patients, an early sys- 
tematic attack definitely slows down the 
progress of the disease.” 





15 mg. [per tablet or 5 ec.] 


McNEIL LABORATORIES, II 


| MeNEIL | Philadelphia 32, Pa. 









| BUTIBE 


antispasmodic-sedati 


Butibel provides the efficient sedat 
of BUTISOL Sodium® butabarbi 
sodium 15 mg. and the antispasm 
effect of natural extract of bellado 


Butibel Tablets e Elixir e Prestabs® Butibel 
(Repeat Action Tab 
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quiets ‘‘nervous,’’ spastic stoma 
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IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 


The Quaker Oats @mpany 











Te pattern of essential amino acids in food protein is 
the criterion of quality by which biological effectiveness 
is measured. The efficient conversion of ingested protein 
to tissue protein depends on the concomitant presence of 
all needed amino acids in proper amounts and proportions 
at the site of biosynthesis. 


Oatmeal exceeds all other whole-grain cereals in the 
amount of protein it provides. The quality of its protein 
is good—the distribution pattern of essential amino acids 
of the protein afforded by the oatmeal-and-milk serving 
resembles remarkably closely the pattern required by man. 
Comparison of Pattern of Essential Amino Acids in Quaker Oats Breakfast 


Dish* with Pattern of Essential Amino Acids Required by Male Adults 
(Values on Basis of Tryptophan as Unity) 





Threo- 
nine 


Trypto- | Phenyl- 
phan alanine 


Methio- | Leu- _Isoleu- 


Valine nine cine cine 


Lysine 


Pattern in Quaker Oats 10 | 3.8 | 4.2 | 2.9 | 4.7 
Breakfast Dish* (1) 


1.4 |6.4) 4.3 


Essential Amino Acids | 
Pattern Required by | 
Male Adults (2) 


| 
ee ee 
| 3.2 | 2.0 | 
*Prepared from 1 oz. Quaker Oatmeal (dry) and 4 fl. oz. whole milk. 
(1) Estimated from values in ‘“‘Amino Acid Content of Foods”, Home Economics Research 
Report No. 4, U.S. Dept. Agr., 1957, pp. 48, 58. 
(Quaker Oats protein = 16.7%) 
(2) Staff Report: ‘Rose Reports Human Amino Acid Requirements”, Chem. Eng. News 
27:1364 (1949). 


1.0 | 4.4 | 3.2 | 44/44) 28 
| | 





Oatmeal is also noted for its significant content of B vita- 
mins and minerals important to physiologic needs. Its 
delicious taste and easy digestibility further qualify oat- 
meal as an ideal “habit food” for every day’s breakfast. 


Quaker Oats and Mother’s Oats, the two brands of oat- 
meal offered by The Quaker Oats Company, are identical. 
Both brands are available in the Quick (cooks in one min- 
ute) and the Old-Fashioned varieties which are of equal 
nutrient value. 


CHICAGO 
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responding to that of ganglionic blocking 
agents but without the drawbacks of those 
drugs. 
* 
Sustained Cardiac Therapy 
Containing 5 gr. of quinidine gluconate, 
E : tal D Di d each tablet of Quinaglute Dura-Tab S. M. 
xperimenta ru iscusse : : : : 
P a 9 ; releases medication for approximately eight 
ceiving attention at a Philade er 
Re iti much attention at a Philadelphia t4 ten hours and maintains plasma_ levels 
meeting on high blood pressure was Catron, from ten to twelve hours following each 
a drug 50 RCW that at - best known by its dose. A product of the Wynn Pharmacal 
experimental designation, js 516. More Corporation, Philadelphia, Quinaglute Dura- 
work will have to be done with the drug, Tab S. M. is indicated for the treatment of 
which is ¢ ‘O of Lakeside Lz ratorie : : 
" 1 is a product of Lakeside Laboratories, — guch arrhythmias as premature auricular, no- 
Milwz -e, before it i ade available : s : 
“s iukee, before it is made available to gay, and ventricular contractions, auricular 
doctors for gener: > Catr thi is : yee, : . 
s for general _— ( — hich 1S tachycardia, flutter, and fibrillation and in the 
described as a monoamine oxidase inhibitor, treatment of night cramps. The active drug 
. 2 ¢ s < 5. - 1g 
acts in a basic way, canceling the effect of is released at a carefully controlled rate 
substances, : ‘pine rine, whi . . : : 
notably epinephrine, which  \hich assures a predictable, smooth thera- 
cause blood vessels to contract. Thus, with peutic level. There is relative freedom from 
the blood flow eased, the blood pressure can gastrointestinal symptoms since the gluconate 
drop to its proper level. The new agent is — cajt of quinidine is well tolerated. 


said to have an effect on bloo "essure ro : x 
n blood pressure cor (Continued on page 122A) 


~~" @USTALAC..... 


neutralize excess HCI for 2! hours 
for rapid, sustained relief in 


Gastric and Duodenal ULCERS 
HYPERACIDITY, Heartburn of Pregnancy 


SUPERIOR BUFFERING —without acid rebound, constipation or 
systemic alkalosis... PLEASANT TASTE 

Each GUSTALAC tablet provides: 

superfine calcium carbonate (300 mg.) buffer-enhanced by a 
special high protein defatted milk powder (200 mg.). 2 tablets 
equal buffering value of 10 ounces of milk. 


DOSAGE: 2 tablets chewed or swallowed q. 2 to 3 h. PRN and on retiring. 
( D\ Literature and Samples on request 
Geriatric) GERIATRIC PHARMACEUTICAL CORP. 


BELLEROSE, N.Y. DEPT. GER 6-59 ANTURAN i 
Wc B Pioneers in Geriatric Research Smaclereyan 


Yu, T. F.; B 
ANTURAN™:* 


BUTAZOLIDIN 











ANT URAN 


AnturaN is not designed for the treatment of acute attacks for which BuTAZOLIDIN® 1 
. 


is recommended. Detailed Information On Request 
‘Yu, T. F.; Burns, J. J., and Gutman, A. B. Arth. & Rheumat. 1:532, 1958. 


ANTuRAN'-”: (Sulfinpyrazone GEIGY). Scored tablets of 100 mg. in bottles of 100. 


BuTAZOLIDIN® (phenylbutazone GEIGY) 


(sulfinpyrazone GEIGY) 
High Potency Uricosuric Agent 


By significantly increasing renal 
excretion of urate and thus lower- 
ing plasma uric acid, the new 
highly potent uricosuric agent 
ANTURAN Strikes directly at the 
basic metabolic defect in gout. 


Exceptionally high potency...4 to 6 
times that of probenecid’...is the 
outstanding characteristic of 
ANTURAN. The effectiveness Of 
ANTURAN is retained indefinitely 
and tolerance to it is good. 
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* Prevents formation of new tophi 
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* Relieves chronic pain 

* Restores joint mobility 


PRAMAS 
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Ardsley, New York 
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Wound Healing Agent Studied 

In a study of the effect of water soluble de- 
rivatives of sodium copper chlorophyllin in 
speeding the healing rate of infected wounds, 
it was reported that this substance, which 
was supplied by the Rystan Company, Mount 
New York, 
hibit the clotting of human plasma by the 


Vernon, “had the ability to in- 


coagulase of the Staphylococcus aureus” and 
that ‘results of other experiments left little 
room for doubt that staphylocoagulase was 
an important factor in the pathogenicity of 
the organism.” The 
that “the 


investigators concluded 


inhibition of the coagulase pro- 
duced by pathogenic strains of staphylococci 
could conceivably prove valuable in the treat- 
ment of human infections.” In earlier studies 


of the wound healing properties of water 


cigarettes give you 

less nicotine and 
tars when you @. 
smoke them with 
this thirsty crystal 

filter =» 

the famous Dunhill 
DE-NICOTEA holder 

’ SPECIAL PROFESSIONAL OFFER 
For your own use or for recomme nding to a patient 
2 will send you a De-Nicotea Holder and supply 
Jitional filters for $1 ), (Regular retail price 
50.) a us know if y would like a copy of 
ratory report on its ‘Effectiveness for Re- 


ving ers and Nicotine.” Write Dunhill, 
3 th Avenue, New York 16, New York. 


























soluble chlorophyllin derivatives, it was noted 
that they had the ability to inhibit the for- 


mation of fibrin clots when thrombin was 


added to fibrinogen. 
e 


Topical Steroid Developed 
Development of a new steroid hormone, the 
first designed for exclusive use in the topical 


treatment of allergic dermatitis and other 


skin conditions, has been announced by the 


Upjohn Company, Kalamazoo, Michigan. 


Oxylone (fluorometholone) is reported to 


demonstrate definite clinical effectiveness in 


the control of contact dermatitis, atopic 


dermatitis, neurodermatitis, anogenital pru- 


ritus, and seborrheic dermatitis. Used topi- 


cally, it has proved to be 40 times more po- 


tent than hydrocortisone and involves little 


risk of systemic side effects. The drug is avail- 


able as Oxylone Cream or as Neo-Oxylone 


Ointment, the latter being a combination 


of the steroid and the antibiotic neomycin 


for treatment of dermatoses complicated by 


bacterial infection. 





in very special cases 
a very superior peey : 
specify 
kkk 
HENNESSY 
COGNAC BRANDY 
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